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Rupture of Lung in Artificial Pneu- _ tion of clinical signs and symptoms and not 
mothorax.—-In 1913, Bard came out by any pathognomonic sign. Frequent and 
strongly against the accepted opinion as to — regular fluoroscopy is one of the best guides. 
pulmonic rupture in the course of artificial Symptoms due to valvular action on the 
pneumothorax. He maintained that per- part of the fistula may be misleading since 
forations occur frequently, are very often this action is intermittent. Bard’s sign 
harmless and take place without any special (modified by Dumarest) is often lacking. 
symptoms, and that, furthermore, they are 4. Although effusions are often caused by 


the chief cause of effusions in artificial perforations, such is not necessarily the 
pneumothorax. Tollowing Bard’s claim, case-——Remarques cliniques sur les perfora- 
much was said and written on the subject. ¢ions pulmonaires au cours du pneumothorax 
With the recent instituting of double pneu- — artificiel, Bernard, Coste and Vallis, Ann. d. 


mothoraces interest in the subject has been AMéd., Paris, 1926, xix, 609—(W. B. S.) 
revived, since perforations not only occur 

more frequently in these cases but also take Rupture of Lung in Artificial Pneu- 
on a new importance. The authors have mothorax.—Most clinical reports are nota- 
summarized opinion on the subject, and have — ble for the rarity of mention of this com- 
taken up in order the different procedures plication, yet in a scries of 120 cases of 
employed in the diagnosis of this complica- pulmonary tuberculosis treated by artificial 
tion. Conclusions: 1. With artilicial pneu- pneumothorax at the Royal National 
mothorax, both unilateral and bilateral, Hospital for Consumption and Discases 
perforations of the lungs are not rare. 2. of the Chest, Ventnor, Isle of Wight, during 
In general, they manifest themselves by the last four years, 7 cases of pulmonic 
severe symptoms in double collapse, but by rupture occurred, even if 3 doubtful cases 
mild symptoms in one-sided pneumothorax. be omitted. All of these showed a character- 
In the latter cases the fistulae are temporary, istic temperature reaction, that is, (1)a 
small, intermittent and curable. 3. Rup- — steep initial rise, (2) a gradual staircase fall 
ture of the lung is diagnosable by a combina- to normal, and (3) this period of lysis taking 
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ordinarily from two to three weeks. Discus- 
sion: Bard believes rupture of the lung on 
the treated side to be exceedingly common, 
and attributes it to pleurisy complicating 
artificial pneumothorax. The symptoms 
may not be sufficiently striking to attract 
attention to the event itself, but the char- 
acteristic temperature curve, especially when 
accompanied by such physical signs as 
sudden mediastinal displacement, should do 
so. It is suggested that suddenly increased 
intrapleural pressure is the primary cause of 
the elevation of temperature. In over half 
the cases the initial rise preceded definite 
symptoms and signs. The accident may 
occur at any time between refills, and does 
not appear to follow unduly increased intra- 
pleural pressure at refills—Lung Rupture 
in the Artificial Pneumothorax Treatment of 
Pulmonary Tuberculosis, R. C. Hutchinson 


and L. G. Blair, Tubercle, June, 1926, vii, 
417. —(A. P.) 
Mediastinal Bulging.—During the 


course of artificially induced pneumothorax, 
the membranes of the mediastinum may be 
unduly elastic, and displacements of the 
introduced gas arise in regions where it is 
not wanted. This is spoken of as “medi- 
astinal bulging,” and occurs in the posterior 
mediastinum. ‘The presence of the condition 
is best recognized by fluoroscopy, especially 
in the right oblique position. From this 
angle the usual mediastinal clear area may 
be seen to be considerably broadened. 
Interference with the function of the contra- 
lateral lung is the important effect produced 
by such air encroachment. Marked dis- 
placement of the heart may take place 
without symptoms. It is probably due to an 
inherent condition of the mediastinum rather 
than the result of too high extrapulmonary 
pressure alone. The suggestion is >ffered 
that bulging is apt to happen when adhesions 
prevent a nicely uniform compression. 
The prognosis is essentially no worse, but 
the effects of the operation are less easily 
controlled—Mediastinal Bulging in Arti- 
ficial Pneumothorax, S. V. Pearson, Brit. 
J, Tuberc., October, 1926, xx, 153—(R.S.A.) 


Results in Artificial Penumothorax.— 
The reasons for attempting artificial pneu- 
mothorax in 51 cases were as follows: (1) 
control of hemoptysis in five, (2) recurrent 
hemoptysis in six, (3) following a spontane- 
ous pneumothorax is one, (4) distribution 
and stage of the disease in nine, (5) as a 
last resort in one, (6) lack of improvement 
under other methods of treatment in twenty- 
seven, (7) in dry pleurisy for relief of pain 
and reduction of temperature, one, and (8) 
in abscess of the lung, one. In two cases a 


AMERICAN REVIEW OF 


TUBERCULOSIS 


pneumothorax was present when the patients 
came under observation, making the total 
number of cases studied 53. In 5 cases the 
tuberculous lesion was unilateral. In 32 
cases the lesions were bilateral with less 
than one-third of the better lung involved. 
In 12 cases the lesions were bilateral with 
more than one-third of the better lung in- 
volved. No pneumothorax was obtained in 
12 cases. Complete collapse occurred in 4 
cases. Three of these were much improved, 
apyrexial and fit for work. The other case 
became worse. Partial collapse was ob- 
tained in 37 cases. Of this number, 5 were 
much improved, 21 improved, 5 retained 
their symptoms, 3 became worse, and 3 died. 
The cases with pneumothorax did better 
than those without. Of the 5 unilateral 
cases, 4 were improved and 1 was much 
improved. The bilateral cases with less 
than one-third of the good lung involved 
showed a marked improvement in 7, im- 
provement in 10, unchanged 5, and worse 2. 
The bilateral cases with more than one-third 
of the good lung involved showed improve- 
ment in 6, worse in 2, and deaths 2. Refills 
were discontinued in 12 cases for the follow- 
ing reasons: (1) increase in the physical 
signs in the better lung, 5 cases, (2) oblitera- 
tion of pneumothorax cavity, 2 cases, (3) 
reactions, 1 case, (4) rupture of the lung, 2 
cases, (5) general lack of improvement, 1 
case, and (6) lack of improvement following a 
traumatic pneumothorax, 1 case. In 6 cases 
of partial pneumothorax, a coexisting tuber- 
culous laryngitis improved In 12 cases 
the sputum became negative for tubercle 
bacilli. Of this number, only 2 had a 
complete collapse. The disappearance of 
tubercle bacilli from the sputum is of im- 
portance in prognosis. An increase in 
weight is evidence that the patient is re- 
sponding to treatment. Pleural effusion oc 
curred as a complication in 10 out of 38 cases 
of pulmonary tuberculosis in which a pneu- 
mothorax was obtained, or 26 per cent. In 
none of the cases did the effusion become 
purulent. Plural effusion occurred more 
commonly in advanced cases. The gain 
in weight was greater in those without 
fluid. Cases without effusion did better 
than those in which it was present. No 
case of definite pleural shock was observed. 
No case of gas embolism occurred. [er- 
foration of the lung occurred in 3 cases. 
One case of local surgical emphysema was 
observed. There was ‘slight displacement of 
the mediastinum in 3 cases. Puncture of a 
large vessel occurred once. Conclusions: 
1. The results obtained by artificial pneu- 
mothorax are such as to justify its wider 
application in suitable cases. In all in- 
stances in which it is of value the results 
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are rapid and obvious to both the patient 
and the physician. 2. Many cases pass 
through a stage when artificial pneumothorax 
might be of use, and it behooves one not to 
delay too long, so that this opportunity 
may not be lost. 3. Experience plays a 
large part in choosing suitable cases, and a 
successful issuc depends on strict attention 
to detail and the careful considerations of the 
peculiaritics of each. 4. Constant super- 
vision during the carly stages is necessary; 
this can be best maintained in an institution. 
5. Unilateral cases are most suitable, but a 
good result can be obtained when the disease 
is present in both lungs. 6. Artificial 
pneumothorax is preéminently the treatment 
indicated in profuse hemoptysis when the 
site of the bleeding can be localized to one 
lung. 7. In otherwise hopeless cases, in 
which a fatal issue is imminent, artificial 
pneumothorax is sometimes worth a trial. 
8. Complete collapse is desirable, though 
not essential to the attainment of a satis- 
factory result. 9. Reduction of tempera- 
ture, disappearance of tubercle bacilli from 
the sputum, and increase of weight, each 
gives evidence of the eiliciency of treatment. 
10. Pleural effusion per se does not affect 
the prognosis; the greatest risk is rapid 
absorption of the fluid, with expansion of 
the lung and its attachment to the chest- 
wall. 11. By means of a careful technique 
accidents and complications can to a large 
extent be prevented.— Results of Treatment 
by Artificial Pneumothorax, C. B. Hogg, 
Tubercle, November, 1926, viti, 58— 


(U. E. Z.) 


Indications for Oleothorax.—The in- 
jection of oil into the pleural space at- 
tenuates the pleural effusions so frequently 
occurring during the course of treatment by 
artificial pneumothorax. It enables pneu- 
mothorax to be maintained when pleural 
adhesions threaten progressive obliteration 
of the pleural space. It assures effective 
collapse of tuberculous areas resistant to 
compression by air.—Les indications de 
Poléothorax, Kiiss, Meeting, Académie de 
Médicine de Paris, November 10, 1925, 
reported in Presse Méd., November 18, 1925, 
No. 92, 1527.—(E. HI. K.) 


Collapse-Therapy Alternatives to Ar- 
tificial Penumothorax.—The general ex- 
perience with artificial pneumothorax may 
be summed up, in brief, that, when it is a 
success, it is a great success and a most 
valuable asset. Unfortunately its  ap- 
plicability or efficacy is limited, and there- 
fore the thoughts of both physicians and 
surgeons are turning more to other supple- 
mentary or alternative procedures. Phrenic 
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Nerve Avulsion: As a substitute for pneu- 
mothorax, this is only to be considered in 
the case of basal lesions. However, many 
continental authorities recommend hemi- 
paralysis of the diaphragm as a routine 
procedure in conjunction with pneumo- 
thorax. It tends to check the occurrence 
of effusion and to increase the interval 
between refills. Davies, however, advo- 
cates it only when there is some decided 
indication, such as (1) lower-lobe disease 
in the presence of basal adhesions, (2) 
drageing sensation or incessant cough and 
vomiting due to basal adhesions, (3) a 
tendency to basal expansion in the presence 
of active disease, (4) when there is adherent 
pericardium and tachyeardia, (5) as pre- 
liminary to rcéxpansion in long-standing 
collapse, (6) when very frequent refills are 
necessary, and (7) if there is persistently 
recurring effusion. The operative scar is 
practically invisible and the operative in- 
convenience slight. Vhoracoplusly: The two 
chief objections to this major procedure are 
the mortality rate of 13.2 per cent recorded 
by Alexander in his collection of cases 
operated on by many surgeons from 1918 
to 1925 (1,159) and the permanence of the 
collapse. On the other hand, Sauerbruch’s 
mortality within the first eight days is under 
1 per cent. In artificial pneumothorax, 
while the immediate direct mortality is 
almost negligible, the dangers and com- 
plications must be kept in mind, especially 
the later mortality due to spontaneous 
pneumothorax, rupture of cavities, and 
tuberculous and mixed-infection empyema. 
In the series of Matson, Matson and Bisaillon 
(480 collapsed) no less than 12.3 per cent 
developed tuberculous empyema. ‘The per- 
manence of collapse is not altogether a dis- 
advantage, and in many partial-pneumo- 
thorax cases thoracoplasty is to be preferred. 
Indications as a primary procedure fall into 
two groups: (1) the long-standing cirrhotic 
type of pulmonary tuberculosis with great 
shrinkage of tissue and mechanical dis- 
placement, and (2) cases with large cavities, 
either likely to rupture or unlikely to be 
collapsed by pneumothorax. Asa secondary 
procedure to pneumothorax thoracoplasty 
is indicated (1) when adhesions are present 
interfering with efiicient collapse (except 
where basal only), (2) when there is a thin- 
walled cavity held open by an adhesion or 
adhesions too broad to be safely divided, (3) 
when there is a thick-walled cavity too rigid 
to be collapsed, (4) when there is a persistent 
effusion, (5) cases with bronchial fistula, 
and (6) a tendency to premature reéxpansion 
in the recurrence of symptoms. A thora- 
coplasty is not the crippling, nerve-shatter- 
ing ordeal many imagine, and, as Claus puts 


it, while a good pneumothorax is better than 
a thoracoplasty, a good thoracoplasty is 
better than a bad pneumothorax.—Ac- 
cessory and Alternative Treatment to Arlificial 
Pneumoathorax, H. M. Davies, Tubercle, 
June, 1926, vii, 437.—(A. P.) 


Therapeutic Puncture in Pericardial 
Effusions.—The occurrence of sudden death 
in four cases of pericarditis with simple 
serous effusion, otherwise uncomplicated, 
raised the question of whether life might 
have been saved by timely therapeutic 
puncture. Opinion is unanimous that the 
circulation stops at the instant when the 
intrapericardial pressure equals that in the 
venae cavae, but there is no clinical method 
to measure this pressure and determine the 
danger point. Therefore, an experimental 
study was carried out to determine the 
relation between arterial, venous and intra- 
pericardial pressures in dogs with artificial 
pericardial effusion, the fluid used being 
physiological saline solution. Pressure 
changes were recorded by manometric 
writing on a smoked drum, cannulae being 
tied into the pericardium, right carotid artery 
and left external jugular vein. In each 
case, as the intrapericardial pressure was 
gradually raised, there was recorded a 
steady rise in the venous and a steady fall 
in the arterial pressure, until the heart 
suddenly stopped. This phenomenon was 
due to the intrapericarcial pressure alone, 
for after immediate decrease of this pressure 
the heart resumed its action. ‘The pressure 
changes became more abrupt as_ the point 
of danger was approached, that is, as the 
pressure in the pericardium approximated 
that in the venae cavae and the great veins 
became mechanically shut off. ‘Therefore, 
measurements of arterial pressure at the 
bedside should enable one to prognosticate 
an increasing pressure in the pericardium, 
and a steady fall in arterial pressure, 
especially a sudden increase in the rate of fall, 
calls for therapeutic puncture. The danger 
of pericardial effusion is not proportional 
to the size of the exudate, but rather to the 
rapidity with which the effusion devclops.— 
The Rationale of Therapeutic Puncture 
in Pericardial Effusions: An Experimental 
Study, C. S. Williamson and H. N. Ets, 
Arch, Int. Med., August 15, 1926, xxxviii, 
206.—(G. L. L.) 


Indications for Thoracoplasty in Pul- 
monary Tuberculosis.—Extrapleural com- 
pression of a lung is practised in those cases 
of pulmonary tuberculosis in which artificial 
pneumothorax is indicated but not possible 
to induce because of adhesions. 


In more 
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detail, there should be advanced disease 
of one lung presenting no expectancy of 
permanent recovery without operative treat- 
ment. ‘The process is usually of the progres- 
sive type with cavity, compatible with good 
general condition and with temperature 
mostly normal. The constitutional phase 
of the disease may be said to have been 
temporarily arrested, but if compression is 
not available, progressive disease will again 
sooner or later prevail. These indications 
presuppose that the better lung is capable 
of carrying the burden of respiration. To 
correctly forecast its ability to do so is the 
most difficult task in the proper selection of 
cases. Some degree of involvement in the 
other lung is not necessarily a contraindica- 
tion in the absence of activity, as determined 
by the presence of persistent, fine rales. 

When activity is detected in the so called 
“good lung,’ a few months of rest fre- 
quently cause a marked diminution in the 
characteristic fine rales, and thoracoplasty 
may then be feasible. ‘The procedure is also 
indicated in cases which did well under 
artificial pneumothorax and in which the 
seriously involved lung has again become 
progressively active and adherent after re- 
expansion had been permitted. A fatal issue 
may be prevented in air-collapsed cases that 
become complicated by tuberculous pyo- 
pneumothorax. Here operation follows pre- 
liminary aspiration and pleural irrigation 
with some cleansing solution. Extrapleural 
surgery is to be remembered in cases of 
persistent pulmonary hemorrhage when 
pneumothorax is not available. Progressive 
disease in the better lung is an absolute 
contraindication to thoracoplasty. Marked 
emphysema, especially in the aged, and 
serlous heart and kidney disease should 
prevent operation. Laryngeal or intestinal 
tuberculosis, unless of an advanced degree, 
need not interfere. Pregnancy per se is 
not essentially a contraindication to any 
form of lung compression. Best results are 
to be obtained when the physician and 
surgeon closely codperate.—Indications for 
Surgical Procedure in Pulmonary Tubercu- 
losis, H. M. Rich, Ann. Clin. Med., August, 
1926, v, 147.—(R. S. A.) 


Lipiodol in Thoracoplasty.—In patients 
in whom a thoracoplasty has been performed 
lipiodol injections are the only means of 
determining the condition of the pulmonary 
pé arenchyma. This procedure verifies the 
collapse of cavities, and detects in a certain 
number of cases the development of bronchi- 
ectasis—Kxamen radiologique pulmonaire 
par le lipiodol au cours des abcés du poumon 
et aprés la thoracoplastie, J. Forestier, Meet- 
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ing, Société Médicale des Hépitaux, April 23, 
1926, reported in Progrés Méd., May 8, 1926, 
no. 19, 737.—(B. T. McM.) 


Treatment of Chronic Pleural Fistula 
by Thoracectomy.—Two cases from the 
clinic of Bérard form the basis for discussion 
of the treatent of long-standing empyema 
with thick-walled cavity and low fistula, 
in which repeated ordinary operative 
measures have failed. Briefly, the pro- 
cedures recommended may be outlined as 
follows: 1. Complete roentgenographic 
study, especially after lipiodol injection, to 
determine the true extent and position of 
the cavity and fistula. 2. Preliminary dis- 
infection of the cavity by irrigations. 3, 
Extensive thoracectomy, exposing the fistula 
and cavity in all their ramifications, and 
likely to be difficult because of extensive 
development of new bone and scar tissue 
at the sites of previous operations. 4. 
Retention of as much muscle as possible, to 
fill in the breach after the exposed area is 
made relatively smooth and flat. Objection 
may be raised to the use of this extensive 
operation, associated with the names of 
Gayet, Estlander and Schede, since the 
more recent method of pleural decortication 
of Delorme causes less mutilation by re- 
moving a minimum amount of chest-wall and 
permitting considerable pulmonary function 
to be regained, and presumably offers the 
same prognosis. It is pointed out, however, 
that the indications for the two methods are 
not the same, and that in these cases, both 
of several years duration, and associated with 
extensive pachypleuritis and scar tissue and 
new bone-formation, decortication of the 
visceral pleura was not feasible. The 
duration of the empyema must be partic- 
ularly considered, for, according to pub- 
lished figures, decortication gives the best 
results when performed early,—after a 
matter of months, roughly speaking, rather 
than of years. Whether thoracectomy shall 
be done in one stage or several stages de- 
pends on such factors as the perfection of 
the preliminary disinfection and on the 
condition of the patient. In the present 
cases there were no untoward effects from 
single-stage operations with the removal 
of 7 ribs in one instance and 8 in the other, 
and ultimate results were excellent.—De la 
thoracectomie étendue seul traitment des 
fistules pleurales rebelles, M. Guilleminet 
and R. Labry, Presse Méd., September 19, 
1925, no. 75, 1252.—(E. H. K.) 


Phrenectomy in Pulmonary Tubercu- 
losis.—As a result of a phrenico-exairesis 
alone in 80 cases it is concluded that this 
procedure in suitable cases of pulmonary 


tuberculosis exerts a favorable influence 
upon healing and is a valuable procedure, in 
combination with other active methods of 
treatment. As an adjuvant, roentgen-ray 
treament is also recommended.—Praktische 
Erfahrungen tiber die Phrenicusausschaltung 
bei Lungentuberkulose, A. Bacmeister, Beitr. 
Klin. d. Tuberk., 1926, lxiii, 182— 
CHF. 


Treatment of Tuberculous Laryngitis 
with Galvanocautery.—The following con- 
clusions are reached: (1) as a local help the 
galvanocautery is the most valuable remedy 
we possess at present, (2) the cases in which 
it is suitable are relatively few and (3) 
but these cases, well selcted, yield a cure in 
large proportion. General Considerations: 
No case is subjected to this treatment until 
sufficient time has elapsed to note the im- 
provement which occurs in nearly every 
instance from sanatorium treatment alone. 
When the intrinsic structures of the larynx 
are involved a preliminary period of strict 
silence is observed and in the extrinsic type a 
period limited to whispering. Local In- 
dications and Contraindications: The case 
is most promising when the disease is situ¢ted 
on the vocal cords, vocal processes and 
interarytenoid region, and quiescent or not 
advancing; tuberculous deposits limited to a 
ventricular band, or aryepiglottic fold, and 
of an indolent type, are suitable forms, 
while evolutionary phases of activity are 
unsuitable. Massive deposits, pseudo- 
edema or impaired mobility of a cord, es- 
pecially with pain, usually indicative of a 
perichondritis, are contraindications, and 
may be aggravated by the cautery. Pain 
and dysphagia are two chief symptomatic 
contraindications. A rapidly failing general 
condition is a contraindication. Jncidence 
of Laryngeal Disease: At Midhurst, where 
realtively early cases are the rule, the larynx 
has been found diseased in 17.5 per cent and 
the disease seems to be diminishing slightly. 
In the years 1911-1921 about 15 per cent 
of the cases were treated with the cautery, 
and in the four years 1922-1925 about 20 
percent. In the patients of the first decade, 
for 46 cured cases the average number of 
applications was 3.2. A case may require 
anywhere from one to six treatments, with 
an average interval of one month. Results: 
‘The experience of the first ten years yielded a 
cure in 62 per cent of cases. In the last four 
years the figures rose to nearly 69 per cent. 
Of a total of 477 cases of laryngeal tuber- 
culosis, treated by all methods, a lasting 
cure was obtained in 119, or 23 per cent. 
Technique: Indirect laryngoscopy far 
preferable to the direct or Killian method, 
which is quite unsuitable for tuberculosis 
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patients. Complete local anesthesia and 
good control of the laryngeal reflexes are 
necessary. The pharynx is first well sprayed 
with a 2.5 per cent cocaine solution. After a 
few minutes a 10 per cent solution (with a 
few drops of adrenalin added) is dropped 
from a laryngeal syringe along the margins 
of the epiglottis and on to each arytenoid 
eminence. After a few more minutes 10 
drops of the same solution are trickled down 
over each ventricular band, followed by <¢ 
squirting of 10 to 20 drops into the larynx 
at the moment that the patient utters a 
prolonged “K.” The patient holds his own 
tongue during the manipulations. After 
four or five minutes more it is possible to 
introduce a laryngeal cotton carrier into the 
larynx and quictly apply a 10 per cent or 20 
yer cent solution to the spots to be cauter- 
ized. The completion of the anesthesia 
requires, from start to finish, fifteen to 
twenty minutes, and is highly important. 
Nervous and apprehensive patients may be 
given 20 grains of bromide an hour before- 
hand, or morphine gr. 1/6, and atropine 
gr. 1/200 hypodermatically. The cautery 
tip should be of fairly sharp-pointed plat- 
inum, and the point of cauterization deep 
but not wide, the object being to quickly 
penctrate diseased tissue and reach a deeper 
healthier area, thus stimulating an inflam- 
matory reaction which tends to induce a 
limiting fibrosis. ‘The cautery point should 
be warmed almost to a white heat, when 
penetration is most quickly effected. ‘The 
current is not switched on until the point is 
touching the spot to be heated. After 
reaching healthy tissue it is held for five to 
ten seconds and quickly withdrawn before 
releasing the contact on the cautery handle. 
Two to six punctures are made at a sitting. 
Sequellae: Vhere should be no marked ill 
effects. A short rest and a cup of coffee or 
tea counteract any possible depression from 
the cocaine. Silence should be enforced for 
three to five days and then whispers until 
the next sitting or until the burn heals. 
Topical measures are of no use and may 
cause irritation. An unusual sequel is the 
appearance of firm avascular wart-like 
granulations, probably due to the insertion 
of the cautery in the centre instead of along 
the margin of the ulcers. In two cases a 
late stenosis developed, necessitating 
tracheotomy.— Tuberculosis of the Larynx: 
Treatment with the Galvanocautery: Indica- 
tions; Results; Technique, St. Clair Thomson, 
Lancet, June 5, 1926, ccx, 1084.—(A. P.) 


Heliotherapy in Pulmonary Tuber- 
culosis.—An idea has arisen that helio- 
therapy is unsafe and even definitely harmful 
in pulmonary  tuberclosis. The author 
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found that this was not necessarily so. 
‘Twenty-one patients with pulmonary tuber- 
culosis were subjected to heliotherapy during 


the summer of 1925. Both afebrile and 
slightly febrile cases were treated. In 
most cases preliminary shade exposures were 
given before exposure to direct sunlight. 
Working rapidly up from the feet, whole- 
body shade exposures were reached in a few 
days. When the shade exposure reached 
three separate periods of fifteen minutes 
between each exposure, the patient was given 
one period of five minutes in full sunlight, 
exposing the whole body as before. In 
favorable cases a maximum exposure of three 
periods of thirty minutes was reached. 
Those cases in which the disease appeared 
to be least active were allowed to spray 
each other with a garden hose at the termi- 
nation of the daily treatment as a sort of 
hydrotherapeutic adjunct. Shade exposures 
in hot weather were found to be of con- 
siderable value for advanced cases, for not 
only does the patient get a weak dose of 
ultraviolet light, but he benefits by the tonic 
effect of cool moving air impinging upon 
the body. In most cases exposure to sun- 
light resulted in a definite rise in temperature 
(1° F.) at the end of exposure; half an hour 
later this was falling to normal. The 
pulse-rate was usually temporarily increased, 
but not always. The most noticeable 
effect was on the mental condition, an 
improved atmosphere of content and cheer- 
fulness being quite noticeable. All patients 
appeared to experience a sense of well-being 
and general fitness, especially the less acute 
cases. In 12 cases the physical signs were 
unchanged, but in the remaining 9 there were 
sings of improvement. Fifteen cases re- 
gistered a gain in weight of from 23 to 24 
pounds. One showed a slight loss, the 
remainder registering no change in weight. 
The amount of sputum was reduced in 11, 
unchanged in 8, and increased in 2 cases. 
A reduction in temperature was noted in 6 
cases only, but the majority were afebrile 
(resting) at the commencement of treat- 
ment. Ten cases showed good and 5 moder- 
ate pigmentation, and the remainder did 
not pigment at all. General Results: Defi- 
nite clinical improvement was obtained in 
15 of the 21 cases.—A Note on Heliotherapy 
in Pulmonary Tuberculosis, J. E. Wood, 
Lancet, August 21, 1926, ccxi, 372.— 
(J. S. W.) 


Use and Abuse of Heliotherapy.— 
Many persons, having heard that sunlight 
cures tuberculosis, immediately expose them- 
selves to the sun without a physician’s 
advice and consequently suffer irreparable 
damage. Physicians are not directly re- 
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sponsible for this, but they should use every 
means to remove all current misconceptions 
on the subject. Physicians are also guilty 
of abusing heliotherapy. Because many of 
them have no use for heliotherapy in their 
practice, there is no incentive to acquaint 
themselves with the treatment, and they are 
likely to entertain wrong notions. Many 
specialists regard Rollier’s zoning scheme 
as a fixed and established device. Rollier, 
however, gives his scheme only as a sug- 
gestion. To him every individual is a new 
therapeutic problem, and the treatment for 
each patient is gauged by his reaction. The 
right use of sun-treatment in tuberculosis 
is still an unsettled matter. It is known, 
however, that in some types of tuberculosis 
the sun is useful and that in others it is 
useless and sometimes dangerous. ‘The sun- 
treatment may be used in all cases of extra- 
pulmonary or surgical tuberculosis when 
there is no pulmonary lesion. In this group 
are included infections of superficial lymph 
nodes, bones, joints, peritoneum, etc. If a 
pulmonary lesion coexists with a surgical 
tuberculosis, the sun may be used, but with 
great caution to avoid reaction and exposure 
of the chest. In the childhood type of 
pulmonary tuberculosis (tracheobronchial 
lymph-node tuberculosis) sun therapy may 
be given. Of the adult type of pulmonary 
tuberculosis, only the cases with productive 
lesions are suitable for sun, and in thcse 
only when the best hygienic and dietetic 
treatment fails. Cases of exudative tuber- 
culosis should never receive heliotherapy. 
Conclusions: Direct sunlight is a powerful 
agency, but it is as powerful for harm as for 
good. There is increasing evidence that in 
the treatment of tuberculosis heliotherapy 
is often excessively and unwisely employed. 
Its proper use is confined to certain definite 
types of the disease, and even in these types 
it should be practised only with extreme 
caution—The Use and Abuse of Ielio- 
therapy in Tuberculosis, S. H. Watson, J. 
Am. M. Ass., September 25, 1926, Ixxxvit, 
1026.—(U. E. Z.) 


Heliotherapy in Tuberculous Lymph- 
adenitis.—In 14 cases of tuberculosis of 
the lymph nodes, treated by radiation with 
quartz and Sollux lamps, a more or less 
complete reduction of the lymphomata was 
affected. Fistulae and ulcers were healed. 
The general health of the patients improved 
and they gained in weight. On the basis 
of these and of many other observations it 
is concluded that in Finland, where sunlight 
Is rare, general light baths with quartz 
and Sollux lamps provide a good, if not a 
complete, substitute for the sun-cure in 
the Alps and in sunnier countries, and are a 
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valuable help in the treatment of tuberculosis. 
Strong erythema is stated to be the aim at 
the outset, as well as throughout the course 
of the treatment, thus permitting the dura- 
tion of each treatment to be shortened. 
The main importance is attributed to the 
ultraviolet rays, although the possibility 
that the heat rays contribute to a good result 
cannot be denied——A Few Observations 
on the Significance of General Light Baths 
with the Quarts Lamps in the Treatment of 
Tubercular Lymphomata, A. v. Bonsdorff, 
Tubercle, October, 1926, viii, 13.—(G. F. H.) 


Heliotherapy in Tuberculous 
Spondylitis.—This paper is based on the 
observation of 63 cases of tuberculosis of 
the spine at the New England Peabody 
Home for Crippled Children in Newton 
Center, Massachusetts. The patients were 
all children, and for the most part under 10 
years of age. They were all treated on 
frames with heliotherapy, the usual tech- 
nique of heliotherapy being carried out. In 
correcting the deformity the best results were 
obtained in a plaster shell and on a Goldth- 
wait frame. In following these cases three 
factors are of special importance: (1) 
accurate records of the deformity, (2) the 
weight-chart, and (3) roentgenograms, antero- 
posterior and lateral, taken at intervals 
of four months. Duration of the Disease: 
The early stages are more favorable to 
treatment than those later. In the author’s 
cases, the average time elapsed between the 
onset of the disease and admission to the 
Peabody Home in patients improved was one 
and one-half years; in patients unimproved 
it was two yearsand seven months. Amount 
of Involument of the Vertebrae: Practically 
complete reduction of deformity may be 
seen when there are only two adjacent 
vertebrae involved. One of these maybe 
almost completely gone, and yet fusion of 
the remaining bodics take place without 
appreciable deformity remaining. If, how- 
ever, one body is completely gone and parts 
of two adjacent bodies are involved, or there 
is any more extensive disease, complete 
reduction of the deformity is not accom- 
plished. The weight-chart as a guide to 
treatment is very important, and the cases 
have been arranged in three groups as fol- 
lows: (1) Ambulatory cases; these are arrested 
cases which have been treated for some time. 
In these there is a striking gain in weight. 
(2) Those that have been brought from the 
recumbent stage to the partially ambulatory 
stage through the use of jackets. Therg 


was little if any gain in weight among these 
(3) Those that have remained re- 
In this group the gain in weight 
more or less 


cases. 
cumbent. 
is slight, and they reach a 


inactive state so far as improvement is 
concerned. Roentgen-Ray Changes: Calci- 
fication is the most striking change noted in 
roentgen-ray examinations, and may be 
divided into three parts according to the 
area affected: (1) replacement of calcium in 
bodies in which only atrophy of bone has 
taken place, (2) calcification in the lesion 
itself—a later manifestation, and (3) 
calcification of abscesses. Artificial light 
of the mercury-vapor type is used as a sub- 
stitute for sunlight on cloudy and cold days. 
No striking results have been noted. It 
seems to have a definite tonic effect in some 
cases and produces a distinct pigmentation. 
Summary: While tuberculosis of the spine 
is rarely proved such in the true sense of the 
word, the diagnosis is usually correct when 
carefulexaminationismade. ‘The method of 
treatment outlined is particularly applicable 
to children, the most important guides being 
the spine tracings, weight charts and the 
roentgenograms. Success in improving de- 
formity depends on the localization, and 
particularly the extent and duration of the 
disease, and early diagnosis followed by 
adequate treatment under constant obser- 
vation will result in healing, with slight, if 
any, deformity. Though the advantages 
of heliotherapy are well known, the calcifica- 
tion in the lesion and in the abscesses is an 
important change, and the altered reaction 
of the tissues through allergy may be better 
sustained under heliotherapy thus 
healing be favored.—J/leliotherapy in Rela- 
tion to the Treatment of Tuberculosis of the 
Spine for Children, RK. K. Ghormley, J. 
Am. M. Ass., January 29, 1927, lxxxviii, 
259.—(W.1.W.) 


Treatment of Tuberculosis with 
Ultraviolet Light.—There are four groups 
of radiations which are known to possess 
therapeutic properties: (1) radiations from 
radioactive substances, (2) roentgen-rays, 
(3) the so called ultraviolet rays, and (4) 
luminous rays of the visible spectrum, in- 
cluding infrared rays. ‘These radiations are 
essentially alike, are electromagnetic in 
character, and difier only in wave-length, 
The first group comprise very short rays, 
measuring from 0.15 to 0.015 Angstrom 
units; these are the alpha, beta and gamma 
raysfoundinradium. ‘The gamma rays have 
been found useful in the treatent of lupus 
and of lymph-node tuberculosis. Roentgen- 


rays measure from 0.15 to 12 Angstrom units. 
‘They possess the power to penetrate tissues, 
‘and are efiective in the treatment of tuber- 
culosis of superficial and deep lymph nodes, 
peritoneal tuberculosis and lupus. The 
ultraviolet rays comprise that group of rays 


8 THE AMERICAN REVIEW OF 


TUBERCULOSIS 


falling within the range of from 2,100 to 
3,800 Angstrom units. This group lies just 
bene ith the range of the rays comprising the 
visib{e spectrum and above the range of the 
rays in the unexplored region of Schumann 
and Lyman. The luminous spectrum con- 
tains the rays measuring from 3,800 to 7,600 
Angstrom units. The red components of 
the visible spectrum possess marked heating 
power, but have no chemical action, while 
the violet end has little heating power but 
strong chemical action. The rays of the 
luminous spectrum are believed to be of but 
little therapeutic value, although they may 
be utilized in superficial tuberculous lesions, 
The generally understood facts concerning 
the ultraviolet rays are: (1) The ultraviolet 
rays of sunlight vary with the time of day, 
season, altitude and proximity to the sea; 
the rays beneath 2,900 Angstrom units are 
absent from sunlight, being filtered out by 
the atmosphere. (2) The shorter ultra- 
violet rays (from 2,100 to 2,960 A. U.) 
are strongly bactericidal, penetrate tissues 
less and are more irritating than the longer 
ultraviolets which, measuring from 2,960 
to 3,800 A. U., are less bactericidal but more 
penetrating. (3) Marked filtering effects of 
the atmosphere may reduce the ultraviolet 
rays of sunlight by one-half or more. (4) 
Ultraviolet rays reflected from snow or sea 
produce more intense effects. (5) Tissues, 
when acted upon by red or infrared rays as 
well as by ultraviolet rays, are more sensitive 
to and more readily influenced by the latter 
rays. (6) Theaction of cold air upon tissues 
enhances the effects of accompanying ultra- 
violet-ray therapy. The direct effects of 
ultraviolet-ray therapy include vasodilata- 
tion with consequent increased flow of blood 
and lymph to the part, sterilization of 
tissues presenting superficial ulceration, 
relicf of local pain and discomfort, and pig- 
mentation. ‘The remote effects of irracdia- 
tion are a profound effect upon calcium 
metabolism, as seen in the results produced 
in tetany and rickets, increased bactericidal 
power of the blood, increased sense of well- 
being on the part of the patient, reduction 
of high blood pressure, and stimulation of 
internal organs with increased immunizing 
power of the tissues. The tungsten arc- 
lamp is preferred as compared with the 
quartz mercury lamp, the flame arc with 
cored carbons and the ordinary carbon arc- 
lamp. Ultraviolet-ray treatment is given 
with care to the protection of the eyes; 
erythema is avoided, preference being given 
to the gradual production of pigmentation; 
treatment is omitted during menstruation; 
it is interrupted if headache, insomnia, 
anorexia, tachycardia, eye-strain or in- 


ABSTRACTS OF 


creased temperature are noted; the position 
of the paticnt must be made comfortable; 
and no rcmoval of immobilization devices 
is to be countenanced. Partial exposure of 
the body to sunlight is carried out at fre- 
quent intervals, and the time of exposure 
increascd until general exposure for from 
two to three hours daily is reached. With 
the quartz mercury-vapor lamp the pro- 
cedure is to give general treatment,—three 
to five minutes’ exposure, back and front, 
each day, with an increase of three to five 
minutes every second day until the patient is 
receiving thirty minutes, back and front, 
daily. ‘The use of the tungsten arc is begun 
at a distance of about twelve inches for three 
minutes, gradually increasing the time until 
twelve or fifteen minutes are reached. 
Ultraviolet-ray therapy has been used 
beneficially in adenitis, tuberculosis of the 
skin, laryngeal tuberculosis, tuberculous 
peritonitis, pleuritis, pyopneumothorax and 
bone and joint tuberculosis. Certain cases 
of pulmonary tuberculosis have been treated. 
In pulmonary tuberculosis 85 per cent of 72 
patients were improved by phototherapy. 
Improvement in other cases, not so treated, 
was seen in 67 per cent. In the pulmonary 
cases treated with ultraviolet rays the 
generel condition was improved in nearly 
every case, pathological signs in the lungs 
decreased, cough and _— expectoration 
decreased and appetite improved, while 
weight increase did not appear in about 30 
per cent despite the improved appetite. 
There was no influence upon the incidence of 
hemoptysis. Ultraviolet-ray therapy is not 
to be looked upon as a cure in itself; it does 
not replace rest and immobilization in 
suryvical tuberculosis, and is to be regarded 
as an adjuvant to already existing and 
recognized forms of treatment of tubercu- 
losis —Ultraviolet Ray Treatment in Tuber- 
culosis, J. Crockett, Tubercle, October, 1926, 
1—(G. F. H.) 


Treatment of Pulmonary Tuber- 
culosis in Children with Ultraviolet 
Light.—The authors raise the question of 
whether some of the extensive exudates in 
the lungs of tuberculous children really are 
tuberculous if they clear up. They cite 
the case reported by Langer, in which a 
rather extensive infiltration of the left upper 
lobe suddenly and completely filled up 
after a subcutaneous injection of 0.1 mgm. 
of tuberculin four years later. This was 
accompanied by continuous high fever, 
pains in the chest, and diminished breath- 
sounds,—all clearing in fourteen days. 
This was considered to prove the tuber- 
culous nature of the pathological changes 
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first observed. Three of the 7 cases reported 
by the authors showed undoubted cavita- 
tion at some time. Thus, infants can 
absorb tuberculous pulmonary exudates. 
Lesions that are massive in character and 
lobar in distribution are the ones that 
respond to treatment or recover spon- 
taneously and have a favorable prognosis. 
Such massive exudates may be a part of the 
general immunological response of the body 
against the tubercle bacillus. In the 
authors’ cases there was no correlation 
between the degree of allergy to tuberculin 
and the extensiveness of the tuberculous 
process in the lung. In all the cases the 
usual general treatment was apparently 
without benefit until exposure to the ultra- 
violet rays was resorted to. At any rate, 
rest, codliver oil and complete diet, could 
not in themselves be held responsible for the 
final successful outcome in these 7 cases. 
The patients were “rayed” at least three 
times a week. All were under two years 
of age. They were followed for one to two 
years.— Treatment of Extensive Pulmonary 
Tuberculosis with Ultraviolet Rays, H. J. 
Gerstenberger and C. W. Burhans, Am. J. 
Dis. Child., January, 1927, xxxiii, 54.— 
(P. J. W.) 


Ultraviolet Light from Titanium 
Electrodes.—It is now established that 
ultraviolet light has important biological 
effects. [Exaggerated claims have bcen made 
for it, but this is no reason why its effects 
should not be thoroughly explored. The 
different wave-lengths of ultraviolct rays are 
discussed as to their potency and permeabil- 
ity; also their action on the blood count, 
blood picture and chemical reaction of the 
blood. From a twelve-yezr study of the 
effects of radiation from dificrent sources 
upon the body there is evidence to support 
the views that the most potent rays are from 
metallic arcs in which titanium is the pre- 
vailing element. Tor the purpose of treat- 
ment a suitable apparatus has been designed 
to operate from one to twelve arcs, and 
applicable in either the standing or recum- 
bent position. A comparison of the spectra 
from the titanium arc with those from iron 
and carbon-arcs makes it clear that the 
radiations from the former are very rich in 
rays of shorter wave length. Considerable 
caution is required in the selection of cases. 
At present phthisis in an advanced stage is 
one disease for’ which these rays should 
never be used. Among other forms of 
disease, in which the results of this treatment 
are highly encouraging, are tuberculous 
wounds, septic and irritant conditions of the 
skin, sciatica and lumbago.—Ulira Violet 
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Light from Open Arc with Titanium Elec- 
trodes, A. Roberts, Brit. M. J., January 29, 
1927, no. 3447, 184.—(W.I. W.) 


Transmission of Ultraviolet Rays by 
Various Substances.—Such portions of 
the sun’s rays as reach the earth’s surface 
contain ultraviolet rays of a wave-length 
of 2,900 to 4,000 Angstréms. Ordinary 
window glass does not transmit light of a 


wave-length of less than 3,200 Angstréms. 
The vitaglass, introduced by Lamplough, 
transmits the entire ultraviolet rays of the 
sunlight, although not 100 per cent of each. 
Various cloths treated with parafline, and 
wire-mesh screens, filled with a celluloid 
material, have been used to cover poultry 
stables. These materials transmit all the 
ultraviolet and visible rays very well, but, 
since they are great fire hazards, their use 
is not always desirable. Secondary changes 
in the paraffine may change the permeability 
to radiation. The ultraviolet content of 
the sunlight has its maximal value in July; 
in the months of December and January it 
reaches its lowest level, that is, 5 per cent 
of its maximal value.—Ultraviolet Radiation 
and its Transmission by Various Sub- 
stances, C. Sheard, J. Am. M. Ass., April 
23, 1927, lxxxviti, 1315 —(M. P.) 


Biophysics of Ultraviolet Light.— 
Rays exert their therapeutic influence either 
through heating or chemical effect. Only 
the radiant energy absorbed can be effective 
in bringing about physical or chemical 
change (Grotthus’s Law). The absorption 
index is a measure of the fraction of an 
incident beam which is absorbed by a given 
thickness of tissue. This index is inde- 
pendent of the intensity of the incident beam 
(Lambert’s law). As the numerical value 
of the absorption index increases, the amount 
of absorption increases, and the penetration 
of the rays decreases, and therefore the depth 
to which the rays will exert a direct influence 
decreases. With radiant heat the greatest 

enetration is obtained with those radiations 
ee as close as possible to the visible part 
of the spectrum, and, if we could obtain a 
suflicient amount of energy, we would get a 
greater penetration if we actually used the 
visible rays. With ultraviolet light the 
conditions are just reversed: as the wave- 
length decreases, the penetration decreases. 
There are efiects of radiation for which the 
above considerations do not hold good; 
namely, those effects that result from the 
production of photochemical substances 
which, after being transported away from 
the place where they are formed, bring about 
changes in the functioning of the body. 
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The so called systemic effects of radiation 
belong to this class. The eiiect of light 
deficiency in plants and animals is dis- 
cussed, and it is suggested that in the light 
treatment of certain diseases, as tuberculo- 
sis, it wppears that an exposure to light 
causes the formation in the body of certain 
substances which enable the patient to resist 
the inroads of bacterial infection. It has 
been said that the history of rickets and 
tetany begins with the extensive use of 
window glass, as it appears that the human 
race has been penalized by the invention. 
The warmth of our houses, our enclosed 
vehicles, our play rooms and sun _ parlors, 
all contribute to our comfort, but our de- 
veloping children pay the price. Exposure 
in the open air is a primary necessity for the 
growing child.—Bzophysics of Ultraviolet 
Light, W. T. Bovie, Boston M. & S. J., 
August 26, 1926, cxcv, 391.—'J. S. W.) 


Effects of Ultraviolet Light on Normal 
Rabbits.—/: Clinical and Postmortem Ob- 
servations: A group of 50 normal rabbits, 
kept under conditions of constant light that 
had none of the shorter ultraviolet rays, 
and another group, kept in constant dark- 
ness for two to twelve weeks, were observed 
clinically and subjected to postmortem 
examination for the purpose of determining 
the effect of these environmental conditions 
upon general body health and the weights 
of organs. A similar group of 50 rabbits, 
caged in an ordinary animal room for the 
same period, and two groups of 40 and 20 
rabbits, respectively, which had _ recently 
been brought into the laboratory, served as 
controls. It was found that the general 
health of the rabbits was not impaired by the 
artificial light or the exclusion of light. The 
gain in body weight which occurred in all 
groups was especially marked in the case of 
those kept under conditions of constant light. 
The sources of light in this instance were 
Cooper Hewitt 50-inch low-pressure mer- 
cury arcs and 1000-Watt Mazda lamps, 
arranged so that the intensity of the light 


reaching the cages averaged 425  foot- 
candles. The incidence of spontaneous 
disease recognized clinically during the 


experiment was extremely low and of mild 
character, and did not obviously disturb 
the health of the animal. It was found at 
postmortem examination, on the other hand, 
that 59.3 per cent of the rabbits caged in- 
doors, that is, in the light, dark or unaltered 
rooms, and 58.3 per cent of those recently 
brought to the laboratory had visible lesions 
of some kind. The great majority of these 
lesions, however, were of a slizht grade, and 
none appeared to have any deleterious effects 
upon the general physical state of the 
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animals. 2: Organ Weights: This portion of 
the paper is concerned mainly with the data 
obtained. 3: Analysis of Organ Weights: 
An analysis has been made of the organ 
weights of normal rabbits exposed to con- 
stant light and kept in darkness as previously 
described. The environment of constant 
illumination was associated with a_ well- 
marked decrease in the relative weights of 
most organs, and in certain instances this 
occurred when the organ weights of the 
controls were becoming increasingly large. 
There was also an associated effect of 
stabilization of organ weight. ‘The majority 
of organs of rabbits caged in constant dark- 
ness also showed a tendency toward de- 
creased and stabilized weights, but these 
effects were less pronounced than in the 
rabbits cages under conditions of constant 
illumination. A notable exception to this 
general result was the weight of the liver 
which was markedly increased. The results 
of this experiment support the conception 
that there is a relationship between light 
and the physical state of the animal organism 
which may be expressed in the concrete form 
implied by the direction or trend of organ 
weights.—Effects of Light on Normal 


Rabbits, with Especial Reference to the 
Organic Reaction. I. Clinical and Post- 
mortem Observations, IT. Organ Weights, 


III. Analysis of Organ Weights, L. Pearce 
and C. M. Van Allen, J. exper. Med., 
October 1, 1926, xliv, 447, 461, 453— 
(J. S. W.) 


Action of Ultraviolet Light on Cod- 
liver Oil.—Normal codliver oil is very 
brightly fluorescent under ultraviolet  il- 
lumination but when exposed to white light 
of sufficient intensity it loses its fluorescence, 
although by ordinary light it appears un- 
changed. ‘This loss of fluorescence is termed 
by the author delumination and, in addition 
to sunlight, was produced by the tungsten- 
cored carbon-arc, the mercury-vapor lamp, 
and a fullolite gas-filled lamp. The time 
required ranges from ten hours in brilliant 
summer sunshine to five days under the 
metal-filament lamp at a distance of 5 cm 
It appears that a certain “critical intensity” 
of light is required to upset the equilibrium 
of the oil and initiate the process of delumina- 
tion, for in the winter the effect is not ob- 
served in samples of oil which have been 
exposed for several months to daylight. 
Before full “delumination” occurs the oil 
fails to give the arsenic chloride test for 
vitamine A. Delumination and destruction 
of vitamine A, though parallel, are not 
identical phenomena, as further delumination 
can be obtained after destruction of vitamine 
A is complete. Fully ‘“deluminated” oil, 
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when kept for some months in the dark, 
slowly regains much of its fluorescence, but 
the vitamine A appears to be permanently 
destroyed. There is a change in the ab- 
sorption spectrum corresponding with the 
change in the fluorescence of the oil. As 
delumination proceeds, so the transmission 
spectrum extends into the ultraviolet region; 
as fluorescence returns there is a propor- 
tionate return of the absorption spectrum. 
The point is emphasized that light is a 
variable factor, which must be taken into 
account in all quantitative experiments 
concerning the growth-promoting properties 
of codliver oil and the manner in which 
such oil is stored. Attention is also called 
to the unusual nature of the complex reaction 
of codliver oil to light, a reaction which is 
only partly reversible-—The Action of Light 
on Cod Liver Oil, P. R. Peacock, Lancet, 
August 14, 1926, ccxi, 328.—(J.S. W.) 


Effect of Ultraviolet Light on Oxygen 
Consumption.—[xperiments were made to 
determine whether the total metabolism of 
the human body is afiected by maximal 
exposures to ultraviolet light from a quartz- 
mercury vapor lamp. Harris has found that 
full irradiations from a quartz-mercury 
lamp are without appreciable effect on the 
total metabolism, as judged from carbon- 
dioxide production over short periods of 
time, while the ultraviolet rays alone, 
obtained by a filter of blue uviol glass, with a 
transmissibility from 291 to 436 millimicra, 
exert an early stimulating action on gaseous 
metabolism. It is well known that buck- 
wheat (/agopyrum) contains a substance, 
phytoporphyrin, which can photosensitize 
animals and human beings. White or 
spotted animals are susceptible, while black 
ones are protected. Method: The patients 
were exposed to a rich source of ultraviolet 
light mixed with considerable visible light. 
(Juartz-mercury vapor air-cooled instruments 
were used. The exposures were general, 
being given equally on the front and back 
of the body, and were forced to the maximum 
dosage that the patient could endure. 
I:xperimentalObservations: Studies have been 
conducted in 10 cases, and 8 of these have 
shown a notable lowering of heat production. 
This decrease in total metabolism has been 
associated with a slowing of the pulse-rate. 
In no case has an increase of metabolism 
been found. ‘The subjects who have reacted 
to exposures of the ultraviolet light with a 
lowering of their total metabolism may be 
classified into two groups: group I: normal 
persons in whom there is a satisfactory pro- 
duction of pigment, and group IT: persons 
who have an increased quantity of circulat- 
ing bilirubin, as in pernicious anemia and 
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catarrhal jaundice. Conclusions: Ultra- 
violet light from a quartz-mercury vapor 
lamp is lowering the total metabolism of 
certain persons. Its effect is most marked 
when there is an increased amount of bili- 
rubin circulating in the  blood-stream. 
Buckwheat, probably through the medium 
of phytoporphyrin, can produce a fall in total 
metabolism after ultraviolet-light exposure. 
Radiant energy is most likely a new factor 
in the control of our level of total metab- 
olism.—/iffect of Ultraviolet Light on 
Oxygen Consumption and on Total Metab- 
olism, E. H. Mason and H. H. Mason, 
Arch. Int. Med., March 15, 1927, xxxix, 
317—(W. I. W.) 


X-Ray Treatment and Diagnosis of 
Pulmonary Tuberculosis.—Roentgen ir- 
radiation is of value in those cases of pul- 
monary tuberculosis showing elready a 
definite tendency toward scar formation. 
It is to be looked upon as a supportive 
measure in cases of good prognosis, and 
hastens recovery. The basis of the favorable 
action is probably a destruction of leucocytes 
and lymphocytes, with liberation of their 
enzymes, and a stimulation of the mesen- 
chymal tissues. Cases of exudative tuber- 
culosis are harmed by the treatment. Cavi- 
tics are not a contraindication, as some have 
supposed. As a matter of fact, cavity cases 
do well. Good results followed irradiation 
of 24 patients with cavitics. Complete 
disappearance of small cavities occurred, 
and shrinking and encapsulation of large 
ones. ‘The fact that in patients with good- 
sized cavitics the expectoration was much 
reduced by successive irradiations of 
increasing dosage, favors the view that the 
treatment acts much as it does in furunculo- 
sis, sterilizing the focus through the de- 
composition of the cellular elements. Radi- 
ation its of value in determining the suit- 
ability of cases for pneumothorax. When 
one side is much diseased and the other is 
the seat of a focus of doubtful activity, 
irradiation of the suspected focus furnishes 
the necessary information. If a focal re- 
action occurs pneumothorax may be danger- 
ous; if not, the focus is not a contraindi- 
cation— Die therapeutische und diagnos- 
tische Rontgenbestrahlung der Lungentuber- 
kulose, F. Koch, Miinchen, med. Wcehnschr., 
October 29, 1926, Ixxiii, 1832—(E. R. L.) 


Treatment of Tuberculous Epididy- 
mitis with X-rays. Two cases are de- 
scribed in which roentgen rays were em- 
ployed in the treatment of tuberculosis of 
the epididymis. In the first case one 
epididymis and testis were removed sur- 
gically for tuberculosis. When the second 


epididymis later showed evidence of be- 
ginning disease roentgen-ray treatment, 
which had previously cleared up a tubercu- 
losis of the foot in the same patient, was 
tried. Complete cure of the epididymis 
was brought about in five irradiations, and a 
year and a half later the patient was quite 
well, with fully preserved sexual power. 
The other patient, who had tuberculosis 
of the epididymis with fistula, was treated 
with roentgen rays from the outset. Heal- 
ing without injury to sexual power was again 
achieved.—Zur konservativen Behandlung der 
Nebenhodentuberkulose, K. Fromlet, Miin- 
chen. med. Wcehnschr., November 26, 1926, 
Ixxiti, 2019.—(E. R. L.) 


Treatment of Tuberculosis with Heavy 
Metals.—Small doses of heavy metals 
together with active immunity brought about 
by hygienic-dietetic treatment by gradually 
strengthening and increasing the efiiciency 
of the “antibody apparatus,” make it pos- 
sible to increase the power of the body to 
help itself against tuberculosis. This form 
of treatment was carried out for six months 
at the Lyster Sanatorium. The best 
average results were obtained by injections 
of manganese chloride in doses of 5 cc. of 
0.03 molecular solution. In some cases a 
decided antitoxic effect was observed with 
from 2.5 to 5 cc. of glucinum chloride in 
0.02 molecular solution. Gold chloride 
was used in doses of 1 to 1.5 cc. of 0.02 
molecular solution, as 2.5 cc. gave a reaction 
slightly stronger than desired. Each of the 
three metallic salts gave a typically different 
reaction. ‘The effect of the reaction was 
allowed to expire before a new injection 
was given, intervals of from four to seven 
days and 10 to 26 injections being necessary. 
The treatment of 58 patients has now been 
terminated. Twenty-five out of 31 patients 
in the third stage and 24 out of 27 in the 
first and second stages of pulmonary tuber- 
culosis derived benefit. In 9 cases no im- 
provement was apparent. There were 
practically no harmful results. Various 
types of reactions were noticed. Ia 8 of 
the 51 cases bacilli disappeared. The 
beneficial effects appear to be produced by a 
direct stimulating effect on antibody forma- 
tion in the body, and there seems no reason 
to presume a direct destructive influence 
on the part of the medicinal agent. It 
seems reasonable to regard the process as 
analogous to, and perhaps connected with, 
the activity of the endocrine organs. Gland- 
ular reaction and subsequent improvement 
of the lung disease and of the general con- 
dition may occur without simultaneous 
reaction of temperature. The reactions 
to the various salts used proved typically 
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different. After manganese the reaction is 
frequently quite pronounced on the evening 
of the first injection, and usually passes 


quickly. Glucinum gives no rise of tem- 
perature following the first injection, 


but there may be a slight fall. The reaction 
to gold is generally very swift and may be 
protracted. Small doses of sanocrysin (0.02 
to 0.05) were in some cases alternated with 
manganese, and the reaction was frequently 
increased in consequence. In three cases a 
favorable effect was only secured after 
institution of pneumothorax by combining 
both methods of treatment.— The Treatment 
of Phthisis with Small Doses of Metal Salts 
ad Modum Walbum, N. Lunde, Tubercle, 
December, 1926, viii, 103.—(B. T. McM.) 


Treatment of Pulmonary and Laryn- 
geal Tuberculosis with Gold Prepara- 
tions.—Aurophos, a double sodium salt 
of gold, is less toxic than other gold salts 
and may be administered intravenously 
weekly, beginning with doses of 1 mgm., 
the maximum dose never exceeding 200 
mgm. It is administered only to patients 
with “productive” pulmonary tuberculosis 
or with nonulcerative laryngeal tuberculosis. 
In 27 patients, 15 of whom had laryngeal 
involvement, the results were quite dis- 
appointing. The other gold preparations 
were found to be of no aid in the treatment 
of the disease—AKlinische Erfahrungen 
tiber die Behandlung der Lungen- und Kelil- 
hopftuberkulose mit Goldprepdrat 1347a 
und Aurophos, H. Schmidt, Deutsche med. 
Wehnsclr.. May 28, 1926, lii, 912— 
(H. S. W.) 


Treatment of Tuberculosis with Sano- 
erysin.—Fighteen cases of pulmonary 
tuberculosis were treated at the Foster 
Green Hospital between May, 1925, and 
February, 1926. All were in the third 
stage of the disease according to the Turban- 
Gerhardt classification, and 17 were sputum- 
positive at the beginning of treatment. All 
were kept in bed during the treatment. 
Careful clinical, X-ray and laboratory data 
were collected. A résumé of the case his- 
tories is given. From a study of these it 
appears that the dosis tolerata of sanocrysin 
varies inversely with the severity of the 
tuberculous infection of the lungs. In- 
jected intravenously, sanocrysin tends to 
provoke a focal reaction in the lungs and an 
albuminuria that increases in severity with 
later injections. Less constant effects are 
dermatitis, ulceration of the mouth and 
tongue, diarrhea, and loss of weight. Very 
large doses may be followed by death from 
shock, hyperpyrexia or metallic poisoning. 
There appears to be a direct connection 


between the reactions following the san- 
ocrysin injections and the clinical improve- 
ment. The chief danger is the provocation 
of an uncontrollable focal reaction. An- 
other possibility is dissemination of the 
disease. The advantages of the treatment 
are two-fold; namely, remarkable improve- 
ment in the physical signs and the sputum 
in many moderately extensive cases of the 
disease. It is in these two respects that 
sanatorium treatment usually fails to effect 
much improvement. The results of treat- 
ment in the 18 cases were as follows: 6, 
striking improvement; 5, much improved; 
one, improved; 3, no change; 2, worse; and 
one, died. The drug should be employed 
only under hospital conditions by physi- 
cians who are prepared to give the closest 
personal attention to its administration. 
Any attempt to popularize sanocrysin treat- 
ment at present would be disastrous. With 
these reservations, it appears that sanocry- 
sin may be uscd in all uncomplicated cases 
of pulmonary tuberculosis which do not 
promise to be arrested by older methods of 
treatment, provided contraindication 
exists. Contraindications: 1. Slight and 
early lesions. 2. Chronic fibroid lesions. 
3. Iixtensive disease, involving more than 
half of the lung tissue, as estimated by 
physical signs and X-ray appearances, 
4. Renal or intestinal tuberculosis. 5. 
Tuberculous meningitis. 6. Preéxisting 
disease of other organs, whether healed or 
active. 7. Absence of any natural power 
of resistance. 8&8. Organic disease of the 
skin, liver, kidneys or spleen, or lowering 
of the functional efficiency of the liver or 
kidneys. Conclusions: 1. The theoretical 
basis established by Moellgaard for sano- 
crysin therapy has been severely shaken 
by the experiments and criticisms of others. 
It cannot be regarded as proved that sano- 
crysin has a direct bactericidal effect on 
tubercle bacilli im vivo. The exact mode of 
action of the drug in pulmonary tuberculosis 
is still unknown. 2. On the whole, the 
claims of the Danish clinicians for sano- 
crysin have been confirmed by the results 
obtained at the Foster Green Hospital. 
Complete quiescence of the disease was 
attained in 6 of the first 12 patients treated. 
3. The use of sanocrysin in advanced tuber- 
culosis of the lungs is dangerous according 
to any system of dosage which has been 
tried up to the present time. 4. Sanocrysin 
appears to act in conjunction with the 
natural resistance of the body; it is useless 
and often dangerous in patients who have no 
natural resistance. 5. Sanocrysin may 
cause permanent injury to the function of the 
kidneys, although this is very uncommon. 
6. Sanocrysin for pulmonary tuberculosis is 
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still in the experimental stage, and further 
research is necessary with regard to the 
pharmacological properties of the drug and 
its therapeutic action in pulmonary tuber- 
culosis. 7. The successful results which 
have been obtained afford the hope that 
sanocrysin may prove a valuable supple- 
mentary measure to the hospital and sana- 
torium treatment of pulmonary tuberculo- 
sis; more can be achieved, and in a shorter 
time. Sanocrysin may help solve the ever- 
pressing economic problem of pulmonary 
tuberculosis——The Treatment of Pulmonary 
Tuberculosis by Sanocrysin, B. R. Clarke, 
Tubercle, August and September, 1926, 
vit, 534 & 584.—(B. T. McM.) 


Treatment of Pulmonary Tuberculo- 
sis with Sanocrysin.—Forty cases treated 
with this drug are recorded. The dosage 
used was that outlined by Permin and 
Bogason. The usual reactions were ob- 
served, and 8 patients became bacilli-free, 
while the roentgenograph revealed in the 
majority of cases an increased tendency to 
connective-tissue formation—Die Sanocry- 
sinbehandlung der Lungentuberkulose, J. 
Zadek and A. Sonnenfeld, Ztschr. f. Tuberk., 
1926, xlv, 182.—(II. J. C.) 


Treatment of Pulmonary Tuberculo- 
sis with Sanocrysin.—The sanocrysin treat- 
ment of pulmonary tuberculosis exhibited no 
advantages over ordinary general treatment. 
In exudative cases an improvement was 
noted by X-ray. A caries of the vertebra 
was unimproved, while a spina ventosa and a 
caries of the ribs healed with coincident 
local treatment.—Zur Sanocrysinbehandlung 
der Lungentuberkuiose, Sachs, Beitr. s. klin. 
d. Tuberk., 1926, lxiii, 619.—( H. J.C.) 


Treatment of Tuberculosis with 
Triphal.—There have been numerous favor- 
able reports in the literature of the use of 
triphal in tuberculosis, but a large ex- 
perience with it justifies no such claim. 
Patients with actively progressive tuberculo- 
sis almost invariably do badly. Even when 
cases were carefully selected, none of a series 
of 40 showed any subjective or objective 
sign or symptom of improvement. ‘There 
was occasionally a sudden increase in weight 
with the treatment, but similar instances 
occurred among nontreated patients. The 
same thing was true of other symptoms. 
Not only is the preparation without bene- 
ficial effect, but it frequently produces 
results that are disagreeable, if not actually 
harmful, and several cases appeared to have 
experienced an exacerbation of symptoms.— 
Zur Goldbehandlung der Lungentuberkulose 
mit Triphal, G. Wiele, Deutsche med. 


Wehnschr., December 17, 1926, lii, 2166.— 
(7. S. W.) 


Treatment of Tuberculosis by Cop- 
per.—The permanent results following the 
copper treatment of 232 cases of pulmonary 
tuberculosis are reported. The majority 
of the cases belonged to the third stage 
(Turban-Gerhardt classification), of 
these 11 per cent became capable of work 
and apparently healthy, 27 per cent had 
relapses requiring repetition of treatment, 
16 per cent were unable to work, and 46 
per cent died. Copper treatment is highly 
recommended.—Der Wert des Kupfers bei 
der Behandlung der Lungentuberkulose, J. 
Ritter and G. Pohl, Beitr. z. Klin. d. Tuberk., 
1926, lxiii, 606—(H. J.C.) 


Treatment of Tuberculosis with In- 
jections of Guaiacol.—Guaiacol has a 
strong disinfecting action, but is nontoxic 
for man in therapeutic doses. It is excreted 
in part by the kidneys, conjugated with 
glycocoll, and in part by the respiratory 
tract, conferring a typical aromatic odor 
on the expired breath. Besides its antiseptic 
action it is antipyretic and stimulates se- 
cretion, particularly in the bronchial mucous 
glands and the stomach. However, the 
sharp and persistent taste makes its alimen- 
tary administration objectionable. A pure, 
water-soluble preparation called Anastil 
is suitable for intravenous and intramuscular 
injections. Its use is quite without danger. 
Thirty patients with pulmonary tuberculosis 
were treated with this preparation, for the 
most part intramuscularly. Increased ex- 
pectoration followed shortly after the in- 
jection, more than doubling the amount, 
which then fell to considerably below the 
original value. The sputum became thinner 
and less purulent. Cough and other catar- 
rhal manifestations decreased at the same 


time. The appetite increased and_ the 
patients gained weight. A good general 
symptomatic effect was secured. Guaiacol 


so administered should be of equal value in 
grippe, bronchitis, bronchiectasis and pul- 
monary abscess and gangrene. Its partial 
excretion by the kidneys suggests study of its 
effect on renal infections—Zur parenteralen 
Guajakoltherapie, Ik. Basch, Miinchen. med. 
Wehnschr., January 21, 1927, lxxiv, 108.— 


Treatment of Surgical Tuberculosis 
with Calot’s Solution.—Healing in tuber- 
culosis is brought about by fibrosis and re- 
solution. Calot’s method of treatment 
depends upon this fact. Cold abscess is one 
of the main forms of surgical tuberculosis 
and is treated with a solution containing 
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olive oil 70, ether sulphate 30, creosote 5, 
guaiacol 1 and iodoform 10. It brings about 
the production of fibrous tissue. Under the 
best surgical asepsis the cold abscess is 
aspirated, and one-half of the withdrawn 
pus is replaced by the solution described 
above. ‘This procedure is repeated weekly 
for seven or eight weeks. After the second 
puncture one observes a change in the 
amount, color and character of the pus. 
At the end of the course of treatment the 
fluid is withdrawn from the abscess and a 
tight compression bandage applied for three 
weeks. If healing does not take place on the 
first course of treatment, it may be repeated 
without any danger of poisoning the patient. 
Secondary infection is a contraindication 
to this method of treatment. Lymph- 
node tuberculosis is treated with a solution 
containing camphor-naphtol 2 and glycerine 
12. When a tuberculous lymphoma shows 
signs of softening 1 to 2 cc. of camphor- 
naphtol solution are injected. Ten or twelve 
injections are given over a period of three or 
four weeks. An aseptic necrosis with slow 
resolution occurs when the lymph nodes are 
treated inthismanner. Tuberculous fistulae 
are treated with a paste containing camphor- 
phenol 6, camphor-naphtol 6, guaiacol 15, 
lodoform 20, and lanolin 100. The camphor- 
phenol must be prepared in the proportions 
of camphor 6, acid carbolic liquid 3, and 
absolute alcohol 1. The paste is heated in 
the water bath to 40°C., and 10 to 20 cc. 
are injected into the fistulae every fourth 
day for a period of four or five weeks. If 
multiple fistulae are present only one fistula 
may be treated at a time, as there is danger 
of phenol poisoning.—Die lokale Behand- 
lungsmethode der chirurgischen Tuberkulose 
nach Calot in Berck sur mer, T. Fokl, Die 
Tuberkulose, September, 1926, xvii, 261.— 
(W.I.W.) 


Treatment of Bronchial Disease with 
Terpestrol.—Karly stages of bronchial 
irritation should be carefully looked into, 
because of the possibility that bronchitis, 
bronchiectasis or other similar diseases may 
ensue. Terpestrol soap—a fatty, potassium- 
sodium mixture containing oil of turpentine 
in 10 per cent strength—has been used fora 
long time as an inhalation or an inunction 
for pulmonic disease. It has been employed 
critically in 200 men in a sanatorium over a 
period of two years. It has yielded no 
remedial results in pulmonary tuberculosis 
or pleurisy, although when used as a rubi- 
facient, good results have been reported. 
In nontuberculous pulmonary disease results 
have been salutary. The skin of the chest 
and back is rubbed with hot water and a 
cloth; then the salve is applied and kept 


covered with a hot towel for two hours twice 
a day for eight days. Unusual care is exer- 
cised in persons who have had hemoptysis. 
Cases of acute respiratory disease respond 
surprisingly well. Improvement usually 
begins after two or three days, with freer 
breathing, and loosening and _ increased 
ease of expectoration. In cases of chronic 
bronchitis, bronchiectasis, etc., results are 
usually only palliative. Such treatment is 
more rational than internal medication in 
those cases with irreparable anatomical 
damage. ‘The drug is frequently very help- 
ful in clearing up the bronchitis sometimes 
associated with pulmonary tuberculosis, in 
which case it may also aid at times in clari- 
fying the diagnosis. But one must not be 
misled in the latter instance into believing 
that the tuberculosis itself is being healed — 
Terpestrolseife, ein wirksames Mittel bet 
Eerkrankungen der Bronchien, Tegtmeier, 
Deutsche med. Wehnschr., December 17, 
1926, lii, 2167 —( H.S.W.) 


Emetine Chlorhydrate in Pulmonary 
Tuberculosis.—Hypodermatic injections of 
0.08 cgm. of emetine chlorhydrate daily for 
four to six days causes a lowering of the 
systolic blood-pressure in most cases of 
pulmonary tuberculosis. In those patients 
with normal blood-pressure the change is 
slight (1 to 3 cm.), and appears only after 
two or three injections, but in those with 
hypertension the reduction is marked (4 to 
7 cm.), and occurs after the first injection. 
The effect often persists for four to eight 
days after the last dose. The action of the 
drug is explained by the toxic action of 
emetine on the myocardium, as demonstrated 
by experiments on animals and by the ob- 
servation of characteristic cardiac phe- 
nomena in cases of emetine poisoning in 
man.—Action des doses thérapeutiques de 
chlorhydrate d’eméline sur la tension arterielle 
des tuberculeux pulmonaires, C. Mattei, 
A. P. Donati and G. Darcourt, Mecting, 


Comité médical des  bouches-du-Rhone, 
October, 1925, reported in Presse Méd., 
November 18, 1925,no.92, 1530.—(E. IT. K.) 


Treatment of Tuberculous Aden- 
opathy with Benzyleinnamic Ether.— 
Favorable results are reported in the treat- 
ment of tuberculous adenopathy by injec- 
tions of benzylcinnamic ether. Periadenitis 
disappears first, and then the nodes become 
discrete, soften and liquefy or become 
sclerotic, while in the meantime the general 
condition improves. Local and general 
reactions do not occur. Good results are 
also reported by Jeanselme in the treatment 
of tuberculous ulcers of the buccal mucosa, 
pharynx and larynx by this drug.—L’éther 
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benzylcinnamique dans le traitment des 
adéno pathies tuberculeuses, Jacobson, Meeting, 
Soc. Méd. des Hépitaux de Paris, October 
16, 1925, reported in Presse Méd., October 
24, 1925, no. 85, 1417 —(E.. H. K.) 


New Remedy (Stryphnon) for Severe 
Hemoptysis.—Stryphnon, a synthetic pre- 
cursor of adrenalin, was found, immediately 
after its intravenous injection, to stop even 
very severe hemorrhages. The action ap- 
peared to be extended over many hours or 
even days, since hemorrhages never occurred 
at short intervals. No toxic effects were 
observed after repeated administration.— 
Ein neues Mitltel zur Bekdmpfung schwerer 
Lungenblutung, Ic. Weidinger, Wien. klin. 
Wehnschr., October 7, 1926, xxxix, 1193.— 
(M. P.) 


Treatment of Pulmonary Tuberculo- 
sis with Karyon.—Karyon is an extract of 
walnut leaves containing an albumin-free 
crystalloid substance. It is prepared in 
three strengths; mile, forte and reactivum. 
Twenty-five rabbits were infected with 
tubercle bacilli. Okolicsamji-Kuthy treated 
16 of these with karyon. The 9 untreated 
animals died. Seven of the rabbits that 
were treated are living, while 3 are free from 
tuberculosis. Patients who received Karyon 
treatment were carefully selected. Only 
patients who had a negative sputum and a 
temperature not over 38°C. were tried. In 
the beginning they received Karyon mite 
subcutaneously every other day, and were 
observed for temperature reactions and any 
other symptoms which might arise. If no 
reactions occurred the drug was given daily 
until 15 or 20 doses had been given. Then 
Karyon reaclivum was given subcutaneously 
every other day, starting with 0.5 cc. and 
gradually increasing the dosage. T[ighty- 
five cases were treated in this manner. Of 
these, 17 showed improvement. They 
became afebrile or gained weight. In 57 
there was no improvement, and 11 cases were 
not reported. Another group of patients 
were treated with arsenic (2 per cent Pear- 
son’s solution). Seventy-eight cases were 
treated and only 2 cases were not reported. 
The condition of 50 remained unchanged, 
and in 26 there was improvement. The 
group of cases treated with Karyon is too 
small to draw any conclusions as to the 
therapeutic value of the drug.—lUber 
Karyonbelkandlung der Lungentuberkulose, 
A. Zolnai, Die Tuberkulose, September 10, 
1926, vi, 269.—(W. I. W.) 


Ultimate Results in Pulmonary 
Tuberculosis with Positive Sputum.— 
This is an important study of 831 men, all 


with sputum positive for tubercle bacilli, 
It is from Bligny Sanatorium, an institution 
of the highest standing, whose presiding 
genius from the beginning has been Dr. L. 
Guinard, father of the author of this thesis. 
There has been an unusual continuity of 
methods and standards. ‘The patients were 
all in the Sanatorium during the decade 
1903-1913 and the investigations were 
carried on during 1923 and 1924. Of the 
total 831 cases, 637 are dead (76 per cent), 
127 have survived (15 per cent), and 67 have 
been lost to observation (8 per cent). A 
special study was made of the survival of 
patients from the standpoint of the fre- 
quency of the finding of the bacilli in the 
sputum, the cases being grouped into those 
(1) with bacilli constantly present on exami- 
nation, (2) with bacilli present intermittently, 
and (3) with bacilli found only once or twice 
in several examinations at intervals. Of 
group 1 only 18 survived of 401 cases 
(4.49 per cent); of group 2 there were 61 
survivors among 250 cases (24.4 per cent); 
of group 3 there were 48 survivors among 
113 cases (42.4 per cent). The age of the 
patient is not of prime prognostic  signifi- 
cance. Tuberculosis, once the tubercle 
bacillus has been demonstrated in the 
sputum, is about equally grave for all ages. 
Irequent or continuous febrile states due to 
lung localizations occurred among patients 
who survived the shortest time and, with 
only rare exceptions, were accompanied by 
the repeated finding of tubercle bacilli in 
the sputum. The period of survival was 
more or less proportional to the length of 
time during which the patients were obliged 
to rest. Under hygienic-diectetic treatment 
alone the cure should be continued for at 
least one year in sputum-positive cases, 
while eighteen months and more are often 
necessary. There were 131 unilateral cases 
(20 per cent), of which 81 died and 50 sur- 
vived. From the standpoint of type of 
disease, as diagnosed among the 81 deceased 
cases, there were 39 of the common fibro- 
caseous type of disease, 19 of the actively 
progressive type, 11 of the arrested type and 
12 of the pleuroparenchymatous. A special 
study was made of this unilateral group 
from the standpoint of bacilli in the sputum. 
When bacilli were constant, only 17 per 
cent survived over four years. Throughout 
this study of prognosis, the author insists 
upon the extreme importance of the finding 
of bacilli in the sputum, and his chapter on 
Interpretations is devoted almost exclusively 
to this subject. He does not minimize the 
accepted ideas on the diagnosis and prognosis 
of pulmonary tuberculosis, but he does 
give to the finding of tubercle bacilli a very 
special importance. He believes with Rist 


q 


ABSTRACTS OF 


that, with rare exceptions, all active pul- 
monary tuberculosis is open, and that with- 
out the demonstration of bacilli one must be 
very guarded in maintaining that active 
tuberculosis exists. As to prognosis, 
Guinard states, “The duration of survival, 
in the majority of cases, is inversely propor- 
tional to the number of positive sputa in the 
course of regularly and frequently repeated 
examinations.” Whether bacilli are present 
in the sputum constantly, intermittently or 
only accidentally, constitutes the heart of 
the problem of pulmonary tuberculosis. 
Therein lies an essential of diagnosis, 
because active or recently active tuberculosis 
is the only disease tuberculosis, and against 
it our efforts at prevention and cure must be 
concentrated. Guinard is an enthusiastic 
proponent of artificial pneumothorax, which 
he would apply at the earliest possible 
moment according as the type of disease and 
the sputum findings give the indication.— 
Avenir étoigné de la tuberculose pulmonaire 
chez 831 hommes cracheurs de bacilles suivis 
au Sanatorium de Blignyv, U. Guinard, 
Thesis, N. Maloine, Paris, 1925.—(W. B.S.) 


Prevention of Tuberculosis’ in 
Japan.—lIt might be said that there are 
three main groups in Japan working for the 
prevention of tuberculosis, namely, the 
national government, the local government, 
and civilian enterprises, which comprise 
the White Society, the Salvation Army, 
the Red Cross Society, the Saisee Kai, a 
philanthropic organization, the Japanese 
Association for the Prevention of Tuber- 
culosis, and the Japanese White Cross 
Society. The endeavor of these groups is 
essentially of a three-fold nature, consisting 
of (1) education of the people concerning 
the nature of the disease, its spread and the 
prevention of its spread; (2) the establish- 
ment of sanatoria for diagnosis and treat- 
ment, with the payment of all or a portion 
of the patient’s expenses by one of the three 
groups, and (3) early and periodic examina- 
tions of any suspected cases, and of all those 
engaged in occupations which are from their 
nature conducive to the development and 
spread of tuberculosis. Persons suffering 
from tuberculosis are prohibited from en- 
gaging in occupations which are, from their 
nature, conducive to the spread of infection. 
Some of the outstanding ordinances of the 
National Government provide that in 
schools, hospitals, factories, theatres and 
other similar public places spittoons are to 
be used, and other adequate preventive 
accommodations are to be furnished. ‘There 
is also a law making it compulsory for each 
city of 50,000 inhabitants to establish a 
sanatorium for the care of tuberculosis. ‘The 
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national treasury makes to such cities grants- 
in-aid to the amount of one-half the cost of 
construction and one-fourth the expenditure 
of their maintenance. In spite of these 
comparatively recent measures, judged 
from the tuberculosis mortality and morbid- 
ity rate during the past ten years, the spread 
of disease has not appreciably lessened. 
The aggregate estimate of expenditure, for 
the fiscal year 1924, by the National and local 
Governments for preventive work against 
tuberculosis is 2,033,651 yen.—Prevention 
of Tuberculosis in Japan, T. Saton, Brit. 
J. Tuberc., July, 1926, xx, 105—(H. McL. 
R.) 


Protective Inoculation of Children 
against Tuberculosis.—Clinical observa- 
tion and experiments upon cattle and labora- 
tory animals have abundantly demonstrated 
that infection with living tubercle bacilli 
enhances resistance or immunity to sub- 
sequent tuberculous infection. Knowledge 
of the immunizing effects of a previous in- 
fection has led observers to recommend, and 
a few to perform protective inoculation upon 
human beings, especially children born into 
grossly contaminated, tuberculous surround- 
ings. But the securing of volunteers, while 
easy for inoculation against the acute infec- 
tions, is a difficult matter in tuberculosis, 
since the incubation period may be of years’ 
duration and since bacilli may remain alive 
in the body for years or decades and may be 
responsible for new manifestations or out- 
breaks of disease. Nature accomplishes 
immunity to the disease in such a high per- 
centage of instances that only a few phy- 
sicians have seriously advocated a general 
scheme of inoculation. Of the efforts to 
artificially protect against the disease by 
inoculation, those of Calmette and_ his 
associates have been the most conspicuous. 
These workers have administered their 
protective inoculation to 10,000 infants of 
tuberculous parentage or those destined to 
live in highly infectious surroundings, and 
in no one of them has there been any harmful 
effects from the inoculation. ‘The death- 
rate in one of their groups of 1,300 infants 
was 7.2 per cent from nontuberculous disease 
and 0.7 per cent from tuberculosis, as com- 
pared with a death-rate from tuberculosis 
of over 20 per cent from nonvaccinated 
children of comparable age and environment. 
The “vaccine” is administered orally on the 
fourth, sixth and eighth days of life, each 
dose consisting of a centigram of BCG, which 
is the bile-attenuated strain used in all of 
their work. The strain is said to be no 
longer tuberculogenic. Questions have 
naturally arisen as to whether a nontuber- 
culogenic strain of tubercle bacillus can 
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produce any immunity. It is also ques- 
tioned whether such a procedure is safe, 
because bacilli of greatly reduced virulence 
have been known to recover their former 
virulence when brought into a new environ- 
ment. The widom of such wholesale in- 
oculation also comes under question because 
not all children exposed to tuberculous sur- 
roundings develop the disease or even the 
infection. A much longer time must elapse 
before an evaluation of the work can be 
arrived at. ‘The efforts that have been made 
to immunize laboratory animals by inocula- 
tions of killed tubercle bacilli, with two or 
three exceptions, have shown that such 
procedures produce a slight but very transi- 
tory effect which is without practical value. 
It is of special interest that of several 
attempts to immunize children by dead 
bacilli, the few cases in which the bacilli were 
introduced into the body along with cowpox 
virus, administered as in vaccination, appear 
to have produced a prompt appearance of 
tuberculin sensitiveness earlier and more 
constantly than when the dead bacilli were 
introduced alone. To a good many ob- 
servers it is an open question whether 
hypersensitiveness to tuberculin necessarily 
connotes immunity to tuberculosis, because 
(1) hypersensitiveness arises earlier after 
infection than resistance and (2) inoculation 
of dead bacilli or of avian bacilli may produce 
hypersensitiveness without resistance. Im- 
munity is a complex phenomenon, composed 
of many factors, one of which is certainly 
allergy or hypersensitiveness. Other likely 
factors are exudation of plasma and leuco- 
cytes, early mononuclear infiltration, late 
encapsulation of foci, changes in the serum, 
and direct effects upon the bacilli themselves. 
Allergy, also complex, must include some of 
these same features, especially exudation 
and rapid cellular infiltration of a tissue 
which may localize the disease. In the 
latter circumstance allergy becomes a very 
real, although surely not the only factor 
in the production of immunity. It is 
probable that, since injections of dead 
tubercle bacilli produces so slight a degree 
of allergy, it confers only an inappreciable 
and transitory immunity, and that living, 
virulent bacilli, in so far as they establish a 
more marked and enduring degree of allergy, 
establish likewise a stronger aiftd more 
lasting immunity, for one must consider 
allergy as a factor in immunity. The use of 
virulent tubercle bacilli for the setting up of 
allergy in children is not as yet safe or 
feasible. Still “the results reported by Cal- 
mette and his collaborators are empirically 
as impressive, if taken at their face value, 
as anything since the days of Jenner. The 
years of effort and the distinguished char- 
acter of the senior investigator merit the most 
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careful attention of all who have the eradica- 
tion of tuberculosis at heart. Nevertheless, 
it is only fair to state that the experiments 
themselves, the application of the vaccine, 
and the collection of statistics have all been 
well in the control of a relatively small group. 
It is certainly true that for the final demon- 
stration of the efficacy of the method, it 
must receive a trial in animals at the hands 
of other investigators, and even then ten 
years must elapse before the degree of 
success can be evaluated. In the light of the 
first reports, years ago, on brilliant thera- 
peutic success with tuberculin, and on the 
vaccinating efficacy of the human type 
tubercle bacillus in cattle, both of which 
required much subsequent modification, 
caution in the interpretation and acceptance 
of results remains indispensable.””—Pro- 
tective Vaccination of Children against 
Tuberculosis. A Review, E. R. Long, 
J. Prev. Med., 1926, i, 31—(H.S.W.) 


Immunization with Dead Tubercle 
Bacilli.—Langer’s vaccine (killed tubercle 
bacilli) was injected four different times into 
20 guinea pigs to immunize them. Forty 
days later two gave well-developed tuber- 
culin reactions, and 12 mild reactions. A 
more intensive and prolonged treatment 
produced uniformly strong reactions, but a 
tuberculin reaction does not necessarily 
have the same significance as immunity to 
tuberculosis, for animals treated in this 
way and having vigorous reactions to tuber- 
culin have no immunity to infection with 
viable tubercle bacilli. There is no proof 
that this method has any justifiable applica- 
tion to infants. It might conceivably 
protect against a single mild infection, but 
children in tuberculous surroundings are 
being repeatedly infected. Seiffert’s vaccine 
(prepared by treatment with sodium hy- 
droxide and then acetone) seems to give 
better protection to guinea pigs. [ight 
injections of this, followed by six of intact 
killed tubercle bacilli, required about three 
months. After two to six weeks following 
the last immunizing dose the animals re- 
ceived several small doses of living virulent 
tubercle bacilli intracutaneously. They 
gave cutaneous reactions with necrosis. 
These infections caused death in both the 
previously treated and the untreated control 
animals. Some of the treated ones lived 
longer, but the protection was. slight. 
Zur Frage der Tuberkitloseschutcimpfung 
mittoten Tuberkelbazillen, IH. Dold, Deutsche 
med. Wehnschr., January 1, 1927, liii, 12.— 
(H.S.W.) 


Calmette’s Vaccine Tuberculogenic. 
The experiments recorded in this paper were 
performed with BCG vaccine received from 
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Calmette. Guinea pigs were injected peri- 
toneally with 7, 14 and 20 mgm., respec- 
tively, and killed three to four weeks later. 
They all showed tuberculous alterations in 
the omentum, lymph nodes and some organs, 
and the lesions contained acid-fast rods. 
The enlarged spleen showed in some cases 
small nodules. Similar nodules were found 
in the substance of the liver. Histologi- 
cally, these nodules are true epithelioid 
tubercles with giant cells and caseation. 
When the diseased organs were transferred 
intraperitoneally into other guinea pigs, 
these did not develop any demonstrable 
lesions in from twenty-two to one hundred 
and fifty days after injection. Sternberg, 
who examined the sections, emphasized the 
similarity with the lesions produced by the 
injection of killed tubercle bacilli; other 
sections, however, presented the appearance 
of true tuberculous lesions. In another 
series of experiments 22 to 26 mgm. of 
spontaneously dead bacilli were 
injected intraperitoneally into guinea pigs. 
These animals killed after thirty-three to one 
hundred and six days did not show any 
pathological changes. In order to ascertain 
the final fate of the lesions produced by the 
BCG vaccine, animals, treated in the way 
mentioned above, were kept over longer 
periods of time. After sixty days the lesions 
were definitely less than in the animals 
killed sooner; only a few single nodules 
could be found in the omentum. During 
this whole time the animals were never 
clinically ill. In no case was it possible to 
increase the virulence of the BCG strain by 
repeated animal passage. All these experi- 
ments lead to the following conclusions: 
The BCG strain is possessed of a certain 
virulence for experimental animals in 
such a way that it will produce tissue altera- 
tions three to four weeks after the intra- 
peritoneal or intravenous administration of 
5 mgm. or more. This pathological process 
may consist of all the characteristic altera- 
tions found in true tuberculous processes; it 
is, however, of a benign nature, it remains 
localized, it heals, and it does not cause the 
death of the animals. The transmission of 
the diseased organs does not produce any 
pathological change, although the acid-fast 
rods demonstrable in the lesion can be 
isolated on artificial media. These facts 
contradict Calmette’s claim that the strain 
is entirely avirulent and nontuberculogenic. 
They explain, however, on the basis of its 
mild virulence, its immunizing qualities. 
Further observations are necessary to estab- 
lish the strength and the duration of the 
immunity produced by the administration 
of the vaccine.—Zur Frage der priventiven 
Schutzimpfung gegen Tuberkutose nach Cal- 
mette mittels BCG, R. Kraus, Wien. klin. 


ABSTRACTS OF TUBERCULOSIS 


1927, xl, 49.— 


Wehnschr., January 13, 
(MP) 


Control of Milk Supplies in 
England.—Two important regulations of 
tuberculous cattle are now in effect in 
Iengland, namely, the Milk and Dairies 
(Consolidation) Act, 1915, and the Tuber- 
culosis Order, 1925. By the provisions of 
the Milk and Dairies Act there is no obliga- 
tion on the part of the local political or 
sanitary authorities to appoint inspectors 
of cattle, nor are they required to examine 
milk for tubercle bacilli. [Examination of a 
herd or milk by the owner of the herd is not 
obligatory, nor is the selling of tuberculous 
milk an offense. The powers of urban 
authorities are confined to the examination 
of milk for the offending bacillus. But the 
examination of so called “vended” samples 
is of little value because the collector does 
not know what he is sampling, since the 
specimen may be pasteurized or not, and 
may represent milk from a very few cows or 
from several different herds, and because 
only a minute fraction of the milk is ex- 
amined. Such a system merely succeeds in 
turning some of the supply of milk to other 
localities, where examination is less com- 
petently done, but succeeds not at all in 
lessening the danger from contaminated 
milk. The ‘Tuberculosis Order seeks to 
eliminate from the herd the grossly tuber- 
culous cow, as shown by disease of the 
udder, cough, clinical signs and emaciation. 
Such an object is highly desirable, but to wait 
until this stage has been reached is to wait 
until great damage has already been done 
to the herd, and more careful inspection by 
veterinarians and education of the owners 
as to the manifestations of earlier symptoms 
are indicated. The clinical detection of 
tuberculosis of the udder is very difficult 
even for skilled veterinarians (only 7.5 
per cent being detected in a series of 342 
cases). The order does not require the 
veterinarian to examine the udder at 
autopsy. [arly diagnosis of this condition 
is impossible without bacteriological ex- 
amination of the milk, yet this occurred 
only three times in the 342 instances referred 
to. After the detection of tuberculosis in a 
herd, the examination of the other members 
of the herd is not required of the inspector, 
but is leit to his discretion. Disinfection 
of the premises is likewise not obligatory, 
but is left to the discretion of the police, who 
obviously know but little of scientific 
methods of disinfecting cowsheds, ete. 
Unless these two regulations are considerably 
revised, they are likely to accomplish 
nothing, either in the prevention of sub- 
sequent disease or in the elimination of 
existing disease among cattle— Recent Legis- 
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lation and the Proilem of Human Tuber- 
culosis of Bovine Origin, W. G. Savage, J. 
State Med., September, 1926, xxxiv, 497.— 
(H.S.W.) 


Standards for Pasteurization of 
Milk.—The term pasteurization has an 
indefinite meaning. As used originally by 
Pasteur for wine and beer, the heat is not 
sufficient for killing all the pathogenic 
bacteria in milk, and there have been many 
modifications but no standardization of the 
process. ‘The bovine tubercle bacillus is the 
most resistant to heat of all the bacteria 
of milk, and its destruction should therefore 
become the basis on which adequate pasteur- 
ization must be standardized. It may be 
safely concluded that tubercle bacilli are 
killed at 138°F. within thirty minutes, and 
that 142°I’. for thirty minutes allows a large 
margin of safety and is a proper legal 
standard for pasteurization. There have 
been many irregular results and_ useless 
claims in the literature, largely because of 
faulty apparatus or technique or because of 
observations at only one temperature. In 
an experimental study of this question, 
emulsions of virulent bovine tubercle bacilli 
were added to sterilized milk in a proportion 
that represented twenty times the con- 
centration of bacilli in the milk which was 
necessary to kill guinea pigs. This milk 
was passed through coiled tubes comparable 
to a pasteurization outfit, and samples were 
tested by being inoculated into animals, 
the samples being taken at varying time- 
intervals and at varying temperatures, with 
the results indicated below: 


Thermal death point of the tubercle bacillus 


TEMPERATURE TIME 

212 10 seconds 
200 20 seconds 
180 20 seconds 
170 20 seconds 
160 20 seconds 
155 30 seconds 
150 2 minutes 
145 6 minutes 
142 10 minutes 
140 10 minutes 
138 20 minutes 
136 30 minutes 
134 40 minutes 
132 60 minutes 
130 60 minutes 


Although tubercle bacilli are killed at the 
temperature and time of exposure indicated 


in the table, one should always employ, in 
the ordinary routine pasteurization process, 
a “margin of safety” that would be ample 
to kill all tubercle bacilli. Such a margin 
of safety is embraced in an exposure of 
142°F. for 30 minutes.—Standards for Milk 
Pasteurization, C. E. North and W. I. Park, 
Am. J. Hyg., 1927, vii, 147.—( H.S.W.) 


Grade A Milk in England.—In England 
five classes of milk produced under govern- 
mental inspection are authorized: (1) certi- 
fied, (2) grade A (tuberculin tested), (3) 
grade A, (4) grade A (pasteurized), and (5) 
pasteurized. The first three are raw; and 
of them, certified and grade A (tuberculin 
tested) are produced from herds that are 
tuberculin-tested semiannually. Certified 
milk may contain a maximum bacillary 
count of 30,000 per cc., and must have no 
coliform bacilli in 0.1 cc., while grade A 
(tuberculin tested) and grade A may have 
counts of 200,000 per cc., but no coliform 
bacilli in 0.01 cc. Grade A milk comes 
from herds, which, although not tested with 
tuberculin, are given a clinical examination 
every three months. The milk must be 
bottled or sealed on the farm. Grade A 
(pasteurized) is, as the term implies, milk 
kept up to the standard of grade A (but 
must contain not more than 30,000 bacilli 
per cc. and no coliform bacilli in 0.1 cc.), 
which has been pasteurized. Pasteurized 
milk must contain not more than 100,000 
bacilli per cc., and has no requirements as to 
bottling. There is no requirement, however, 
as to coliform bacilli which represent fecal 
contamination, and this is an important 
omission, especially as to the possibilities of 
summer diarrhea in children using the 
product. The production of grade A milk 
requires the most scrupulous and continuous 
cleanliness of yards, cowsheds, milking 
stalls, utensils, milkers and cows (which 
are kept carefully clipped). The first milk 
from each teat is discarded. After milking, 
it is carefully cooled, and kept cool and 
hauled by a licensed dealer, and rehandling 
is done with scrupulous care. Every en- 
couragement should be given by physicians 
to producers, that they may produce milk 
cleanly, and to consumers that they procure 
only clean grade A (Tuberculin Tested) or 
certified milk.—The Production and Dis- 
tribution of Grade A (Tuberculin Tested) 
Milk, C. Maddock, J. State Med., September, 
1926, xxxiv, 537.—(H.S. W.) 


Nontuberculous Peribronchitis Sim- 
ulating Tuberculosis.—The low-grade 
tuberculous infections in childhood, with 
characteristic hilum localization, have for 
years received much attention, as have also 


x] 
i 


ABSTRACTS OF TUBERCULOSIS 21 


mild forms of involvement in the adult, 
termed by Head “concealed tuberculosis” 
and by Sewall “occult tuberculosis.” There 
have likewise been described, under various 
cumbersome terms of nomenclature, groups 
of cases in children and adults presenting 
symptoms of toxemia, with chronic cough 
and expectoration and physical signs indica- 
tive of varying degrees of pulmonary 
fibrosis, sometimes associated with bronchi- 
ectasis. The sputum is persistently negative 
for tubercle bacilli, but contains common 
pyogenic microérganisms. Association with 
foci of infection in the upper respiratory 
tract is common. Later, symptoms of 
asthma, chronic bronchitis, or bronchiectasis 
predominate. The onset of symptoms 
usually follows acute pulmonary infections, 
but it may be insidious. Roentgenography 


usually shows rather sharply outlined 
thickening of the bronchial markings, 


especially in the middle and lower lung 
fields, and occasionally dilatations and 
various degrees of hilum and parenchymal 
densities. It may be recalled that hilum 
and peribronchial changes were a rather 
common finding in influenza, and also that 
there was a marked increase in the number of 
cases of pulmonary fibrosis, following both 
our major influenza epidemics. Differential 
diagnosis: The history is important. An 
onset with recurring “colds,” or following 
acute respiratory-tract infections, suggests 
nontuberculous etiology, whereas pleurisy 
and hemoptysis favor the probability of 
tuberculosis. Chronic tiredness occurs in 
both, but is apt to be more continuous in 
tuberculosis. Changes of temperament are 
common in both. Chest pains in tuberculo- 
sis are usually referred to the upper portions, 
and in the nontuberculous are characteristi- 
cally located over the lower half of the 


scapula. Sharp pleural pains are much more 
frequent with tuberculosis. Elevation of 
temperature is more marked and more 


readily provoked in tuberculosis, but per- 
sistent slight elevation is common in non- 
tuberculous infections. The pulse-rate is 
relatively higher in tuberculosis unless there 
is a complicating myocarditis with a non- 
tuberculous infection. The physical signs 
in these nontuberculous cases are often 
doubtful; rales when present are, however, 
apt to be quite diffuse. Good stereoscopic 
roentgenograms are indispensable, especially 
in eliminating tuberculosis. From the same 
point of view the tuberculin tests are of value, 
negative reactions being especially — so. 
Autogenous vaccine administration at times 
seems to be an aid.—Nontuberculous Peri- 
bronchitis Simulating Occult Tuberculosis, 


C. N. Meader, J. Am. M. Ass., July 17, 
1926, lxxxvii, 139 —(A. P.) 


Treatment of Pleural Fistulae.— 
The treatment of pleural fistulae is as 
difficult as their prophylactic treatment is 
easy and simple, and at the disposal of every 
practitioner. Purulent pleurisies are the 
commonest causes of pleural fistulae. Of the 
13 cases reported 12 were due to this cause 
and one to a war wound. ‘The causes for 
failure in the treatment of these fistulae 
comes under three headings: (1) the date of 
operation, (2) faulty technique, and (3) 
defective postoperative care. It is now well 
established that pleurotomy, made when 
the pulmonary focus is acutely active, leads 
to disaster. The body must be sustained in 
its struggle against the infection, in order 
that the acute inflammatory phenomena may 
be assuaged and that frank pus may 
be localized in the pleural space. To ac- 
complish this, symptomatic and_ specific 
treatment, as used in bronchopneumonia, is 
employed, and aspiration punctures are made 
as frequently as necessary. A 1 per cent 
solution of collargol is used to replace the 
pus drawn off at the aspirations. ‘therefore, 
treatment of purulent pleurisy is two-fold; 
first, general treatment of the pulmonary 
affection and, second, local treatment of the 
pleural complication. When the pus is 
localized in the pleural space thoracotomy 
is performed. In postoperative care the 
chief object is to bring about reéxpansion 
of the lung and apposition of the pleural 
layers. The incidence of pleura] fistulae is 
considerably diminished following empy- 
emata, if the latter are treated by repeated 
evacuating punctures prior to thoracotomy. 
In the treatment of pleural fistulae simple 
decortication is indicated in cases of recent 
origin (six months maximum), when resist- 
ance is good and the heart sound. ‘Treat- 
ment by thoracotomy is indicated in infected 
cases of old standing, in which the heart is 
affected.—Le traitement des fistules pleurales, 
C. Clavelin, Progrés Méd., May 18, 1926, 
no. 18, 692.—( B. T. McM.) 


Bronchiectasis in Childhood.—In ro- 
entgenological study of 85 cases it was found 
that chronic bronchiectasis occurs relatively 
frequently during childhood, following pneu- 
monia, pleuritis, bronchiolitis or broncho- 
pneumonia after whooping cough, measles 
and influenza. A dilatation of the bronchi 
can occur only as the result of destruction 
of the bronchial walls. In the initial stages 
clinical healing is possible, but in widespread 
bronchiectasis the prognosis as a whole is 
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unfavorable.— Die Bronchiektasien im 
Kindesatter, K. Kiare and P. Reusse, 
Beitr. z. Klin. d. Tuberk., 1926, lxiti, 255.— 
(H.J.C.) 


Surgical Treatment of Pulmonary 
Suppuration.—I‘rom pathologico-an- 
atomical standpoint, the infections grouped 
under the term pulmonary suppuration may 
be considered as of two main types: (1) 
the localized parenchymal disease of the 
lung resulting in the formation of lung 
abscess, and (2) the extensive bronchial 
involvement terminating in bronchiectasis. 
It is rare for either condition to exist as a 
distinct uncomplicated entity. The relation 
of the onset of disease to previous operative 
procedures, especially on the nose and 
throat under general anesthesia, is important 
from an etiological standpoint. ‘The under- 
lying condition in many cases of postopera- 
tive pneumonia is a pulmonary infarct with 
resulting pneumonitis, which may drain 
spontaneously through a_ bronchus or 
progress to abscess or bronchiectasis. In the 
abscess type the onset is sudden, and the 
clinical course rapid. In the bronchiectatic 
type the onset is insidious, and the subjective 
symptoms of persistent cough and expectora- 
tion of large quantities of foul pus on arising 
in the morning are important diagnostic 
features. Hemorrhage often occurs in infec- 
tions of the lung, and, when associated with 
bronchiectasis, a diagnosis of tuberculosis is 
often erroneously made. The continued 
absence of tubercle bacilli in the sputum 
leads to recognition of the true disease. 
Actinomycosis, although rare, belongs to 
this group of insidious infections. The 
finding of the actinomyces in the sputum 
or pus settles the diagnosis. Roentgen-ray 
examination in cases of abscess often shows 
the pathognomonic fluid level, and stere- 
oscopically the diseased area may be local- 
ized. In early cases of bronchiectasis the 
observations may not be very deftite, but 
in advanced cases discrete or coalescing 
pockets in the parenchyma of the lung are 
readily recognized. Kronchoscopic ex- 
amination in skilled hands is a great aid in 
doubtful cases. It is essential when a 
foreign body is suspected. All patients 
suffering from pulmonary suppuration re- 
quire medical treatment and may _ need 
surgical treatment during the course of the 
disease. Acute cases of pulmonary infection 
are under medical treatment from the onset, 
and many of them are cured without resort- 
ing to surgical measures. Many acute 
abscesses rupture spontaneously into a 
bronchus and are completely healed. Drain- 
age is greatly aided by gravity. Postural 
drainage, with the head and body declined 


at an angle of 45 degrees and slightly rotated 
to the sound side, is a great help. This 
should be done two or three times a day. 
In centrally located cavities bronchoscopic 
lavage facilitates drainage. Postural drain- 
age, following bronchoscopic lavage, is often 
more effectual. Arsphenamine is of great 
benefit in eradicating saprophytic micro- 
organisms. Conservative measures shouid 
be continued for six or eight weeks, and if 
the patient shows no improvement surgical 
intervention often saves him from extensive 
chronic disease. In lung abscess, as else- 
where, the surgical indication is adequate 
and continued drainage. ‘The abscesses of 
the peripheral type, least likely to drain 
spontaneously, are most accessible and 
favorable for surgical treatment. They 
offer the least risk. When naturally formed 
adhesions between the visceral and parietal 
pleurae are present a one-stage operation may 
be performed. Care should be exercised in 
locating the abscess in its relation to the 
chest-wall. ‘The lung tissue is explored with 
an aspirating needle, and if the abscess is 
superficial the needle is left in situ and 
incision is made followed by actual cautery. 
In deep abscesses drainage with the cautery 
is best, as this walls off the intervening lung 
tissue from the pus. In deep lesions adhe- 
sions are less likely to form, so that a two- 
stage operation is indicated. First, adhe- 
sions are made, either by packing gauze 
between the pleural layers or by suturing the 
visceral to the parietal pleura, and in five 
to seven days the abscess cavity is localized 
and drained. When an empyema with a 
bronchial fistula results from spontaneous 
rupture the closed method of drainage, with 
irrigation of the pleural cavity by means of 
physiological salt solution, is tried first. 
If this is ineffectual, an open operation to 
repair the fistula and to obliterate the 
empyema cavity isdone. Artificial pneumo- 
thorax should be tried in cases of central 
abscesses communicating with a bronchus. 
If performed before marked fibrosis and 
thickening of the cavity wall takes place it 
often affords a cure. This operation aids 
drainage through the bronchus. Artificial 
pneumothorax should be done carefully to 
avoid pleural effusion and, possibly, em- 
pyema. Care should be taken not to punc- 
ture the lung and not to admit too great a 
quantity of air. Initially 300 cc. of air is 
introduced, and 500 cc. on subsequent 
occasions. If no improvement follows ar- 
tificial pneumothorax, surgical drainage, 
lobectomy or surgical collapse of the diseased 
lung should be considered. In bronchiecta- 
sis the indications for treatment are less 
clear. An accurate survey of the type and 
extent of disease in terms of existing dis- 
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ability is necessary. The social and financial 
responsibilities of the patient and the 
probable prognosis, if the case is untreated, 
must be considered. The medical manage- 
ment of bronchiectasis consists of rest- 
hygienic measures, heliotherapy, favorable 
climate, postural drainage and a diet of 
high caloric value. In localized bronchiecta- 
sis with coalescing abscesses on one side, 
artificial pneumothorax should be given as a 
therapeutic test if there are no adhesions. 
Lobectomy has too high a mortality in these 
cases. If adhesions do exist, cautery pneu- 
monectomy after Graham’s method is 
probably the best treatment. Surgical 
collapse is indicated in cases showing a 
recurrence of symptoms following treatment 
by artificial pneumothorax. Cases of diffuse 
unilateral bronchiectasis are difficult to 
deal with surgically because the mortality 
is very high. Favorable results are often 
obtained from surgical collapse of the 
diseased side, following Sauerbruch’s opera- 
tion for tuberculosis. In those cases not 
sufficiently improved by the collapse opera 
tion, phrenicotomy may improve the result’ 
The maximum benefit from collapse of the 
lung is obtained about six months after 
operation.— The Surgical Treatment of Pul- 
monary Suppuration, S. W. Harrington. 
J. Am. M. Ass., lxxxvii, October 9, 1926, 
1200.—(U. E. Z.) 


Obstructive Emphysema.—This is a 
report of a case of obstructive emphysema 
occurring in a woman. The cause of the 
condition was undetermined. X-ray and 
bronchoscopic examinations and _lipiodol 
injections failed to reveal either a foreign 
body or a tumor of the bronchi. The 
condition was diagnosed pneumothorax 
by a number of roentgenologists and phthisi- 
ologists. ‘Two points of importance in the 
differential diagnosis were as follows: (1) 
Crossing the supposed pneumothorax cavity 
in all directions were what appeared to be a 
number of fine almost thread-like adhesions. 
These were finer and more numerous than 
pleural adhesions and they could not be 
traced to a definite parietal pleural and 
pulmonary attachment. (2) The — sup- 
posedly collapsed lung in this case was 
collapsed toward the base and not toward 
the mediastinum.—Obstruclive I:mphysema, 
Case Report, J. A. Wilson, Am. J. Roent- 
genol. & Rad. Therap., April, 1927, xvii, 
432.—(B. T. McM.) 


Unusual Gun-Shot Wound of Lung.— 
The patient, 29 years of age, received a hand- 
grenade splinter injury of the left lung in 
1915, and two years later, as the result of 
physical strain, there occurred an hemopty- 
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sis, when there were found a left-sided pleurisy 
and bilateral upper-lobe catarrh, supposedly 
due to a closed tuberculosis. A complete 
roentgenological examination of the chest 
and abdomen revealed a foreign body in the 
pubic region. ‘The conclusion is drawn that 
in gun-shot injuries of the lung, if the 
foreign body is not found, it should be looked 
for in the other body cavities — Kasuistischer 
Beitrag sum Thema der Lungenschussverlet- 
zungen, G. Schellenberg, Ztschr. f. Tuberk, 
1926, xliv, 469.—( HI. J. C.) 


Massive Collapse of Lung.—Massive 
atelectatic collapse of the lung has been 
defined as an unusual condition, in which the 
lung, without the presence of any gross 
lesion, such as bronchial obstruction, pleural 
effusion, etc., interfering with the free entry 
of air, becomes airless to a greater or less 
degree. From the cases reported it would 
seem that the condition manifests itself 
in two more or less distinct forms: one, in 
which the respiratory symptoms _pre- 
dominate, and the other, in which associated 
symptoms completely overshadow the tho- 
racic features. In the first type the onset is 
usually quite sudden, within twenty-four 
hours after operation or trauma, with pain 
in the chest, dyspnea and rapid pulse. 
Cyanosis may or may not bepresent. Inthe 
second type the pulmonary condition is over- 
shadowed by other symptoms, and the 
atelectatic state of the lung is discovered 
only incidentally. Conclusions: 1. Massive 
collapse of the lung is a definite clinical 
entitv. This name should be reserved for 
cases following the general clinical course 
mentioned, in which there is collapse of the 
previously well-aerated lung. This name 
is not entirely descriptive of the condition, 
and will probably give place in time to a 
more scientific name. 2. It is characterized 
by sudden collapse, from some unknown 
cause, of one or more lobes in a lung pre- 
viously well aerated. 3. It is more fre- 
quently observed after abdominal operations, 
wounds, and other injuries, such as fractures 
of the pelvis or femur, but may follow ap- 
parently trivial injuries. 4. Roentgeno- 
graphically, there is a dense consolidation 
corresponding to one or more lobes or to an 
entire lung, rather homogencous in char- 
acter and resembling consolidation from 
pneumonia. The narrowing of the chest 
on the involved side, the approximation 
of the interspaces, the elevation of the dia- 
phragm and the drawing over of the heart 
and mediastinal structures, make the con- 
dition readily diagnosable. 5. The cause 
is not known, but it seems most probable 
that some injury or insult to the domain 
of the vagus supply produces a reflex action 
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on the bronchioles, permitting their tem- 
porary collapse. Once approximated, the 
walls of these bronchioles are held in apposi- 
tion by cohesion, and collapse of the lung 
rapidly follows, owing to absorption of the 
entrapped alveolar air by the circulating 
blood. Relief of the obstruction results in 
sudden reinflation of the lung. 6. The 
treatment is simple, and consists in rolling 
the patient back and forth on the uninvolved 


side. No other therapeutic agent is neces- 
sary. This simple procedure has, in all 


instances in which it has been used, proved 
successful in promptly reéstablishing aeration 
of the lung. Jackson and his co-workers 
have reported reinflation after repeated 
bronchoscopic removal of mucus from the 
bronchi. The procedure suggested here 
seems more simple, is available to all, and 
does not carry any risk to the patient. 
This suggests the possible prophylactic 
value in postoperative treatment of changing 
the position of the patient from one side to 
the other repeatedly during the first few 
days after operation —Massive (Atelectatic) 
Collapse of the Lung, with Especial Reference 
to Treatment, L. R. Sante, J. Am. M. Ass., 
May 14, 1927, lxxxviii, 20.—(W. I. W.) 


Massive Collapse of Lung.—Three cases 
are reported. Postoperative massive atelec- 
tasis is a pulmonary complication, which may 
follow any operative procedure under general 
or local anesthesia. It may occur at any 
age and may involve either lung. The 
onsct of symptoms is sudden. ‘These consist 
of cyanosis, anxious facial expression, sharp 
and rapid respirations, rapid pulse and 
fever. ‘The physical signs are those of 
consolidation. ‘The contralateral chest is 
hypermobile and hyperresonant. The im- 
portant clinical sign is displacement of the 
heart toward the affected side. Radiographic 
findings consist of uniform density of the 
affected lung, cardiac displacement, devia- 
tion of the trachea toward the affected side 
and elevated diaphragm. Following the 
stage of acute respiratory distress, cough with 
quantities of sputum occurs. The process 
of reéxpansion usually takes from two to 
twenty-one days. The differential diagnosis 
is to be made from any condition causing 
consolidation of the lung, but particularly 
from postoperative pneumonia and_pul- 
monary embolism. ‘The history, the cardiac 
displacement, the massive pulmonary in- 
volvement, the course of onset and the 
X-ray and fluoroscopic findings should 
establish the diagnosis. The prognosis is 
usually excellent. There is no treatment 
which influences the course; hence only 
symptomatic treatment is recommended. 
Conclusions: 1, Postoperative massive atelec- 
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tasis is a frequently recognized pulmonary 
complication. 2. The differential diagnosis 
is positively important in order to eliminate 
the more serious conditions with which the 
condition may be confused. 3. Bronchial 
obstruction, diminished movement of the 
thorax in the affected side due to paralysis, 
mechanical causes, or vasomotor reactions, 
are the positive etiological factors.—Post- 
operative Massive Atelectasis, M. F. Eades, 
Boston M. & S. J., August 5, 1926, cxcv, 
258.—(H. McL. R.) 


Pulmonary Changes Due to Foreign 
Bodies.—Foreign bodies of long sojourn in 
the lung cause a variety of pathological 
changes, practically all of which are the 
result of infection and defective drainage. 
In cases of shorter duration (less than two 
months) the changes are of the acute type, 
such as infection, emphysema and atelecta- 
sis. The chronic pathological changes are 
granulations, strictures, ulcers and cavities. 
The foreign body may be at the site of the 
stricture or may follow the line of destruction 
to the lower levels. Roentgen-rays cannot 
demonstrate the presence of stricture and 
granulations, or differentiate between pus 
and other forms of exudate. But they can 
demonstrate the exact location, size, shape 
and position of the foreign body and the 
extent of involvement distal to it. Foreign 
bodies, especially the nonopaque, are often 
causes of unexplained lesions in the lung. 
The forcign-body history is often ignored, 
and it is mest remarkable how often parents 
and physicians assume that a foreign body 
has been swallowed rather than aspirated into 
the lung. The changes incident to a foreign 
body in the lungs vary within wide limits. 
Roentgenologically, the lung picture often 
resembles pneumonia, but the exudate is ab- 
sorbed, and no lung destruction follows if 
the foreign body is removed early. In one 
case a round-headed shawl-pin lay in the 
bottom of a cavity for 35 years. ‘The 
excavation occupied nearly all of the right 
lower lobe. During the years, infection 
external to the cavity had subsided, leaving 
the outline of the cavity, which resembled 
a cyst. Hemorrhage was frequent and 
severe, finally causing death. At necropsy 
it was found that the lesion had become 
malignant. Many cases of long sojourn 
show very little pathological damage, but 
the patients give a long history of inter- 
mittent acute febrile attacks. Great trauma 
of the pulmonary tissue by the foreign body 
often causes serious complications. Em- 
pyema, pneumothorax, pyopneumothorax 
and fistulae have been observed. Con- 
clusions: I: An aspirated foreign body in 
any portion of the tracheobronchial tree 
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will sooner or later cause extensive per- 
manent injury. 2: There is great variation 
as to the length of time a foreign body may 
be present before causing extensive changes, 
but those that interfere with drainage as a 
rule cause injury early. 3: The permanent 
pathological change is distal to the point at 
which drainage is blocked. The foreign 
body is at or distal to this point. 4: The 
end-results are in the nature of atelectasis, 
fibrosis, bronchiectasis and chronic abscess, 
with varying quantities of purulent exudate. 
Hemorrhage is common; tuberculosis is 
often suspected, but is rarely present. The 
other lung remains remarkably free from 
pathological change. 5: Many of the one- 
sided, chronic, basal infections are the result 
of foreign body, regardless of history or of 
roentgenographic shadow of foreign body. 
Such lesions should at least be investigated 
bronchoscopically and many should be 
treated in this manner.—Pathologic Changes 
in Lung Tissue as the Result of Foreign 
Bodies of Long Sojourn, W. F. Manges, 
J. Am. M. Ass., September 25, 1926, luxxvii, 
987.—(U. E. Z.) 


Incidence of Silicosis.—Silicosis results 
from the prolonged inhalation of small par- 
ticles of silica. It is not comparable to 
disease incident to inhalation of other types 
of dust, since no other produces such ex- 
tensive changes. There gradually occur 
dyspnea, cough and death, as the fibrosis, 
which is the essential reaction, increases, and 
replaces more and more pulmonary tissue. 
The damaged tissue becomes a favorite 
seat for numerous respiratory diseases, par- 
ticularly bronchitis, pneumonia and _ tuber- 
culosis. It is not clearly known why tuber- 
culosis should be so commonly a complication 
of silicosis, but a chemical change of the 
particulate matter into colloidal silica in the 
lungs, which acts as a poison, may explain 
the fact in part. The frequent association 
of the two diseases is of statistical import- 
ance, because many cases of death are 
returned as phthisis (tuberculosis); some of 
them are due to simple silicosis and many 
more to tuberculosis superimposed upon 
silicosis. When the mortality from phthisis 
among workers in silica-dust is compared 
with the mortality from tuberculosis among 
those not exposed to dust, it is found that 
those dying in the silica group have their 
highest incidence later in life than is the 
case with ordinary pulmonary tuberculosis, 
the highest incidence being between the ages 
of fifty-five and sixty-four. This corre- 
sponds closely to the highest incidence from 
tuberculosis among coal miners, although 
the rate itself is very low among the latter. 
Evidence is being put forth that the group 
of coal miners dying from tuberculosis are 
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mostly workers in siliceous rocks and are 
employed in driving headings. It is curious 
also that nonsilicotic persons who come in 
contact with tuberculosilicotic workers, for 
example, families of the miners, do not 
themselves have a higher incidence of tuber- 
culosis, if indeed it is as high as that of the 
ordinary population. This is an observa- 
tion made many times since the sixteenth 
century, when Agricola first pointed it out— 
The Statistical Characteristics of Pulmonary 
Silicosis, I. L. Collis, J. State Med., July, 
1926, xxxiv, 401; J. Industr. Hyg., November, 
1926, viii, 457.—( H. S. W.) 


Dust Hazards from Hematite Mines.— 
Even in the ventilated iron mines, a great 
deal of dust abounds. Analysis of such dust 
yields 4 to 5 per cent moisture, 12 to 14 
per cent of silica, 2 per cent of lime and about 
55 per cent of iron. The chief geological 
formations in the mines were hematite and 
limestone. One hundred iron miners still 
at work were examined. Some had been 
mining (drilling) for thirty years, and had 
had no illness during that time. ‘Twenty- 
seven per cent of them had no complaint; 
others complained of irritation of the upper 
respiratory tract during actual drilling, but 
permanent cough was not a common com- 
plaint. The most conspicuous symptom 
was shortness of breath upon exertion. 
Symptoms similar to those of pulmonary 
tuberculosis, “that is, loss of weight, night- 
sweats, cough, etc., were constantly lacking” 
except in three men who had been miners in 
South Africa prior to employment in the iron 
mines. In two of these latter, “phthisis” 
was diagnosed. On physical examina- 
tion 64 of the men appeared normal; the 
remaining ones had some decreased ex- 
pansion, prominence of the clavicles, some 
dulness on percussion, and in certain cases 
puerile or bronchovesicular breath-sounds. 
In only one case were rales and ronchi heard, 
and this in a man who had had chronic 
bronchitis when he began work underground. 
None had signs of pleural discase. Sixteen 
underground workers—not  drillers—were 
also examined but none had cither symptoms 
or signs of pulmonary disease. ‘The con- 
clusion was that the inhalation of hematite 
dust produces widespread gencralized pul- 
monary fibrosis, leading to dyspnea but not 
to the common pulmonary diseases. The 
appearance of this generalized fibrosis is 
quite unlike the nodular fibrosis so commonly 
found after the inhalation of the siliceous 
dusts.—Dust Inhalation by Ilematite Miners, 
A.J. Cronin, J. Industr. Hyg., July, 1926, 
vit, 291—( H. S. W.) 


Weaver’s Cough.—Several outbreaks of 
illness similar to the one described have been 
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reported among a certain class of weavers of 
cotton cloth in England, and in each instance 
the affection has attacked a group of weavers 
who handled material (warp) in_ which, 
because the cloth was designed for sub- 
sequent printing, the disinfecting process 
usually employed was omitted. It has been 
found that, because of insufficient drying 
after the warp had been sized, various molds 
frequently grew uponit. Penicilium and an 
unidentified mold were the common micro- 
organisms found in bacteriological study of 
the warp. The patients (245 in this out- 
break) nearly always became ill gradually, 
with dyspnea and very troublesome cough, 
slight expectoration, vomiting, sore throat 
and fatigue. Symptoms were sometimes 
intermittent for a few days, and the illness 
usually subsided after two or three weeks of 
absence from work. Some of the cases 
became chronic, but none died. The 
chronic cases present scant signs of bron- 
chitis, but occasionally there occurs out- 
spoken pulmonary disease resembling tuber- 
culosis, associated with loss of weight and 
fever. Continued absence from the weaving 
room is usually sufficient to bring about an 
ultimate cure. As to etiology, nothing can 
be said definitely. It may be, indeed it is 
likely, that some form of pathogenic mold 
is the etiological factor. Careful bac- 
teriological study should be made in another 
outbreak.—Weaver’s Cough, E. L. Middle- 
ton, J. Industr. Iyg., October, 1926, viii, 
4928.—( II. S. W.) 


Subpleural Fibrolipoma.—lIn a woman 
of forty-nine years, with shortness of breath 
upon exertion, anorexia and undue fatigue, 
the symptoms had been present since in- 
fluenza three years before. There was no 
loss of weight. There had been two attacks 
of pleurisy a few months prior to ex- 
amination. The X-ray revealed a sharply 
outlined, spherical mass, 12.5 cm. in 
diameter, in the lower left chest posteriorly. 
There was no pulsation or movement when 
viewed fluoroscopically, and there was 
thought to be a cyst attached to the spine. 
At operation a subpleural fibrolipoma was 
cleanly removed. A later plate, taken six 
months after operation, showed no sign of 
the previously existing tumor, although 
symptomatically there was no apparent 
improvement.—Sub pleural Fibrolipoma: Re- 
port of Case, G. H. Hess, Radiology, June, 
1926, vi, 525.—( HI. S. W.) 


Cancer of Lungs.—The increase in the 
number of cases of cancer of the lungs in 
recent years is not altogether the result of 
greater precision in diagnosis. This has 
been noted both by clinicians and patholo- 
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ogists. The present article deals with the 
clinical aspects of primary malignant disease 
of the bronchi, lungs and pleura in 60 cases 
observed at the Montefiore Hospital during 
the past ten years. ‘The average age of these 
patients was 55 years, the youngest being 
31 and the oldest 84. Seventy-three per 
cent were males. The diagnosis of the 
disease was made during life in the majority 
of the cases. Necropsies were obtained in 
36 cases. Thirty-five of these were car- 
cinoma and only one a spindle cell sarcoma. 
Macroscopic Appearance: (1) The most com- 
mon picture is that of an irregularly delimited 
yellowish or grayish mass in the vicinity of 
the hilum, and infiltrating the parenchyma, 
usually of the upperlobe. (2) A not nearly so 
common finding is that of a coarsely nodular 
mass, embedded in the parenchyma of any 
part of the lung and with much better 
defined outlines than the cases in group 1. 
(3) A rare form is a diffuse carcinomatous 
infiltration of one or more lobes, simulating 
extensive caseous pneumonia. (4) There 
were 3 cases of so called ‘“‘endothelioma of the 
pleura,” the lung being covered with a thick 
nodular sheet. As a rule, there is extreme 
narrowing of the bronchus from which the 
tumor originates. Secondary changes in 
the tumor itself and reaction phenomena on 
the part of the adjacent lung tissue occur. 
Necrosis, from an outgrowing of its blood- 
supply, may occur in the central portion 
of the tumor. The necrotic tissue may be 
evacuated through the bronchus, with 
resulting cavity formation. Bleeding may 
produce streaked sputum, and even fatal 
hemorrhage may result when a large vessel 
is eroded. Extensive atelectasis in other 
parts of the lung from impaired or obliterated 
bronchial supply may occur, while serous, 
sanguineous and purulent pleural effusion 
are common. It is generally agreed that 
pulmonary carcinoma is almost synonymous 
with bronchial carcinoma. In 20 of the 36 
carcinomata reported, the predominating 
type of cell was columnar and in 12 
squamous, while three belonged to the 
pleural-endothelioma group. Jn nearly all 
cases of carcinoma of the lungs there is ex- 
tension of the disease either directly or by 
metastasis. Clinically discernible metastasis 
almost always occurs late in the course of 
cancer of the lung, whereas in primary lung 
sarcoma the metastases are usually early. 
In the 36 cases coming to necropsy only 9 
showed metastases in the opposite lung. 
The lymph nodes were most commonly 
involved, the regional nodes about twice as 
often as the more remote ones. The liver 
often showed metastasis and other parts of 
the body much less frequently. Symptoms: 
The onset was insidious in nearly all cases, 
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although many patients assert that some 
symptom has suddenly made its appearance. 
The onset of cancer in those already suffering 
from chronic pulmonary or bronchial disease 
was not marked by any striking changes 
in the symptomatology. In over 90 per 
cent of the cases cough appears to have been 
the firstsymptom. At first dry and hacking, 
it later became productive of a sputum, 
which, as a rule, shows no characteristic 
traits. With obstruction of a bronchus 
the cough is paroxysmal, at times agonizing 
or emetic. When gangrene is present, the 
amount of sputum may be enormous and 
malodorous. Only occasionally can the 
diagnosis be made by the finding of cancer 
cells in the sputum. Bloody sputum is 
unusual early in the disease, but later it is 
quite common and 60 per cent of the cases 
had hemoptysis during the course of the 
disease, 4 patients succumbing from pul- 
monary hemorrhage. In over 90 per cent 
of the cases dyspnea was one of the earliest 
symptoms that led the patient to seek 
medical advice. It is quite mild in the 
beginning, but becomes severe, and in many 
cases hard to bear, not even being relieved 
by rest in bed. Stridor was observed only 
rarely. Pleural effusion occurred in 50 
per cent of the cases, aggravating the 
dyspnea. Cyanosis is seen early in about 
50 per cent of cases, and is most severe when 
the tumor grows in the direction of the 
superior vena cava, compressing this vessel. 
Acrocyanosis, as well as clubbed fingers, 
also occur quite frequently. Although some 
cases may be afebrile throughout, the 
majority show a mild subfebrile temperature 
not unlike that seen in tuberculosis. Super- 
infection with pyogenic microérganisms 
produces pronounced fever. Profuse sweat- 
ing is not uncommon, and many patients 
complain of night-sweats. /maciation is 
not an early symptom, and most patients 
retain their weight for months. Pain in the 
chest is one of the cardinal symptoms of 
primary cancer of the lung, and was com- 
plained of at an early period of the disease 
by more than 90 per cent of the cases re- 
ported. It may be localized, or radiate to 
the shoulder or even to the finger tips. 
When on the left side it may simulate steno- 
cardia. The pain may be continuous, but 
most commonly it is paroxysmal. Cv- 
taneous hyperesthesia is common. Pain is 
exceptional in sccondary carcinoma of the 
lung, and when it occurs it points to primary 
neoplasm of the bronchi, lung or pleura. 
Pressure symptoms and enlargement of the 
superficial lymph nodes are not commonly 
present. In making a diagnosis it must be 
borne in mind that clinically the disease 
manifests itself in three forms: (1) the 
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pulmonary form, simulating tuberculosis, 
(2) the pleural form, simulating pleurisy, 
dry, or with serous, sanguineous or purulent 
effusion, and (3) the excavating form, 
simulating abscess or gangrene of the lung. 
(1) Pulmonary Form: Physical exploration 
of the chest is more likely to indicate the 
location of the growth at an early stage 
than the roentgen-ray. The majority of 
primary tumors are bronchial and, when 
quite small, often obliterate or compress the 
lumen of the tube. Atelectasis occurs in 
the area of lung tissue supplied by the 
plugged bronchus. ‘This area emits a 
flat note on percussion, and the finger feels a 
sense of resistance. The bronchus supply- 
ing the upper lobe is most commonly affected, 
and flatness is elicited just below the clavicle, 
near the sternum or over the inner part of 
the supraclavicular fossa. The flat note 
may extend under the sternum. In tuber- 
culosis the note is dull; at times even a 
tympanitic overtone is elicited, but never in 
tumor. In tumors of the lower lobes a 
flat note is elicited, which must be diagnosed 
from thickened pleura or pleural effusion. 
Ilatness elicited over the front and not the 
back of the chest, or the reverse, is suggestive 
of tumor, provided an encapsulated effusion 
is excluded. On auscultation, feeble or 
completely absent breath-sounds and no 
adventitious sounds are found over the 
flat area. Tuberculosis, severe enough to 
produce similar signs, is almost always 
bilateral. It is characteristic of primary 
neoplasms that the tumor remains for a long 
time in one lung, while the other continues 
free from demonstrable pathological changes 
Roentgenography is useful for diagnostic- 
purposes, but often the pictures are mis- 
leading, especially in the early stages of the 
disease. Primary tumors, as a rule, develop 
within or near a large bronchus at the root 
of the lung. ‘The result is that the shadows 
produced by them merge with those of the 
other normal or pathological lung structures. 
When the tumor reaches larger dimensions 
it is only rarely shown on the film as a homo- 
geneous sharply delimited shadow, but 
spreads out from the hilum along the lym- 
phatics, producing a shadow not unlike that 
seen in certain forms of tuberculosis or pneu- 
monokoniosis. In many cases the atelectatic 
areas produced by the tumor appear cloudy 
on the roentgenogram. Diagnostic pneu- 
mothorax was induced in some obscure cases. 
A roentgenogram of the collapsed lung 
usually showed the tumor clearly defined 
but this could only be done where there were 
no adhesions and pleural adhesions are 
rather common. (2) Pleural Form: In 31 
of the 60 cases, effusions were observed. 
In 16 the effusions were serous, in 9 san- 
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guineous and in 6 purulent. Tumors of the 
lower lobes are more likely to be thus com- 
plicated than those in the upper lobe. 
With insidious onset, some patients present 
themselves for the first time with the pleural 
space filled with fluid. Such cases may be 
mistaken for empyema or tuberculosis. 
In the latter, however, there is flatness 
over the area containing fluid, with skodaic 
resonance immediately above. It is this 
tympanitic zone that is absent above the 
effusions complicating cancer of the lung. 
Here, a flat note is elicited, not only over the 
effusion but also much further up the chest- 
wall, in most cases as far as the clavicle. 
In cancerous effusion the mediastinum is 
commonly drawn to the affected side, owing 
to the extensive atelectasis. Tapping will 
relieve both the pain and the dyspnea in 
patients with pleural effusion of inflam- 
matory origin; not so with cancerous 
pleurisy. The microscopic examination of 
pleural effusion is often a valuable aid in the 
diagnosis of carcinoma of the lung, but evena 
trained pathologist may mistake other cells 
for cancer cells. Cancer cells were found in 
70 per cent of the pleural fluids developing 
in the author’s series. (3) Excavating Form: 
Eleven of the 60 cases were of this type, 
presenting symptoms not unlike gangrene 
or abscess of the lung. The onset is more 
apt to be insidious than acute, but sooner 
or later the sputum becomes abundant and 
fetid. Hemoptysis and night-sweats are 
common and there may be considerable 
fever. The condition must be distinguished 
from the pulmonary abscesses following some 
surgical operation in the upper respiratory 
tract or from pneumonia. The onset is 
usually longer in cancer, and the physical 
signs point to a greater condensation of 
lung tissue than in nonmalignant lung 
abscess. In the former the entire upper 
lobe is usually flat, although the rales heard 
over the cancer abscess are of the same 
character as in abscesses of other origin. 
The roentgen-ray findings are not uniformly 
diagnostic except when the cancerous abscess 
occurs in the centre of the lobe, presumably 
developing from the epithelium of the smaller 
bronchi or alveoli, and not from the more 
common origin of the bronchi or bronchial 
mucous glands. Echinococcus cyst gives 
a similar roentgenogram. Duration of Life: 
Primary cancer of the lung is not as rapidly 
fatal as carcinoma of most other organs. 
The majority of cases live for more than a 
year and one patient survived four years. 
There may be remissions in the progress of 
the disease, during which the patient feels 
comparatively well for weeks or months.— 
Diagnosis of Pulmonary Neoplasm, M. 
Fishberg, Arch. Int. Med., June 15, 1926, 
xxxvti, 745.—(J. S. W.) 
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Primary Cancer of Lung.—The in- 
cidence of primary carcinoma of the lungs 
has definitely increased during the past 
decade. Items of interest in a series of 17 
such cases are presented, to illustrate the 
many aspects of the problem and to encour- 
age investigation as to the cause of the more 
frequent appearance of this disease. As 
published, case reports are missing from the 
article. Approaching the study of the series 
from the standpoint of pathology, it is 
demonstrated that 5 of the cases were 
thought to be of the diffuse or miliary type, 
6 of the nodular or infiltrative type, and the 
remainder are not classified. Seven in- 
volved the left lower lobe and only 5 the 
right. Eleven cases had the primary lesions 
in the left lung, all of which fails to conform 
with the opinion of many authors. Of the 4 
cases out of the entire group, which came to 
necropsy, two were adenocarcinomata, one 
was an alveolar squamous-cell tumor with 
no areas of keratinization or epithelial 
pearls, and the fourth was largely poly- 
morphous histologically. The histogenesis 
of lung cancer is not apparent in late cases, 
but at an earlier stage it may disclose the 
origin to be from either bronchial tissue, 
glands, or alveoli, although the last type is 
rare. One case in this series may have been 
alveolar in origin. Metastases were most 
frequently found in the liver. Unusual and 
outstanding symptoms caused by metastatic 
growths did not obscure the main disease. 
In the order of frequency, symptoms occurred 
as follows: pain in the chest, dyspnea, cough, 
general weakness, loss of weight, cachexia, 
fever at some time or other, and bloody 
expectoration. Pain was the earliest symp- 
tom and was constant, often worse at night. 
Dyspnea may sometimes be due to a second- 
ary pleural effusion. Weakness is continu- 
ous and progressive, and is not relieved by 
rest. In the early stages loss of weight 
seemed very slight, and many of the cases 
appeared well nourished. Cachexia occurs 
later and may be very rapid in development. 
As to the physical signs, impairment of the 
percussion note is the outstanding finding. 
Physical signs depend largely upon such 
factors as the location of the new growth, 
effusions, atelectasis, and secondary respira- 
tory infections. They often present a 
bizarre picture. Large effusions occurred in 
7 cases. Consolidation may present physi- 
cal signs simulating pleural effusion and 
thus confuse the issue. In making a diagno- 
sis of pulmonic cancer it is to be remembered 
that carcinoma of the lungs is still a rare 
entity. In comparison with carcinoma 
elsewhere in the body it is seventh in order 
of frequency. Nevertheless, such a diagnosis 
should always be kept in mind and is usually 
arrived at by a process of exclusion of the 
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other more common respiratory diseases. 
The roentgen-ray and fluoroscope are often 
invaluable aids. Other laboratory proce- 
dures occasionally reveal the true nature 
of the malady. Cancer cells may be de- 
monstrable in the sputum and in aspirated 
pleuritic exudate. The blood picture is 
rather characteristic. In 11 cases there 
was an increased leucocyte count, especially 
of the neutrophiles. Anemia and a low 
eosinophilic count are not infrequently 
associated with the neutrophilic increase. 
The growing incidence of pulmonary carci- 
noma since the panepidemic of influenza of 
1918-1919 is not as high proportionally as 
the increase in cancer elsewhere in the 
body. Many cases gave no history of in- 
fluenza. These considerations are signifi- 
cant and appear to discredit the automobile 
and commercial-fumes theory as possible 
exciting agencies. It is further concluded 
that the unusual strain coincident with the 
World War offers more plausible relation 
from the etiological standpoint than other 
theories which have commanded attention.— 
Primary Cancer of the Lungs, a Clinical 
Report of Seventeen Cases, J. A. Lichty, 
F. R. Wright and E. A. Baumgartner, J. 
Am. M. Ass., July 17, 1926, lexxvii, 744.— 
(R. S.A.) 


Intrathoracic Malignant Tumors.— 
Six fatal cases of malignant tumor within 
the chest are presented to illustrate the 
differential diagnosis between intrathoracic 
neoplasm and pulmonary tuberculosis. Of 
the clinical features in common, each gave a 
history referable to the thorax. Cough 
with expectoration and various degrces of 
dyspnea were present in every case. The 
sputum was negative for tubercle bacilli 
in all but one case. Physical examination 
of the chest disclosed a definite pathological 
entity in each. The Wassermann reaction 
was positive in only one case. As to differ- 
ential characteristics, case 1 had a pleuritic 
exudate negative for tubercle bacilli, a dome- 
shaped X-ray shadow bounding a clear space 
above the fluid level, a leucocytosis of 
29,000, ‘‘coffee ground” vomitus, and a 
palpable epigastric tumor. A diagnosis of 
primary gastric carcinoma with pulmonary 
metastases is given. Case 2 had persistent 
substernal pain, multiple enlarged lymph 
nodes, and a leucocytosis of 21,060. An 
exciscd lymph node was reported histologi- 
cally to be a “typical lymphadenoma.” In 
case 3 a few acid-fast bacilli were found in 
the sputum. Inoculation of guinea pigs did 


not produce any disease in the animal. 
This patient complained of a constant pain 
in the right chest. 
basal shadow on this side. 


X-ray revealed a dense 
There was a 


leucocytosis of 26,000, blood-tinged sputum 
resembling red currant jelly, and later 
attacks of stridor with intense cyanosis. 
Antecedent tuberculosis with malignant 
tumor is the most likely diagnosis here. In 
case 4 there was also a dense, sharply outlined 
dome-like shadow at the base on the X-ray 
film. Pain in the chest, shoulder and arm 
was a constant symptom. The X-ray 
examination of case 5 showed bilateral in- 
volvement, with complete opacity of the 
left lung except the apex. An exploratory 
puncture disclosed pus. This was negative 
for tubercle bacilli, but was found to contain 
a streptothrix, thus obscuring the diagnosis 
temporarily. Postmortem examination 
showed lesions, which had the gross appear- 
ance of tuberculosis but which histologically 
were found to be epithelioma. Although 
case 6 had a positive Wassermann, the ro- 
entgenogram demonstrated a dense shadow 
involving the entire left chest. A specimen 
of fluid obtained by exploration produced 
in an inoculation guinea-pig a clot containing 
an epithelial cell-nest, regarded as positive 
proof of epithelioma. The peculiar pallor 
and cachexia associated with malignant 
tumor was noted in all but case 2— New 
Growths in the Thorax—Differential Diagno- 
sis from Tuberculosis, J. M. Johnston, 
Lancet, September 11, 1926, ccxi, 537— 


Development of Primary Carcinoma 
of Lung from Tuberculous Cavity.— 
The old opinion that primary carcinoma of 
the lung is rare is no longer correct. It has 
been shown that it makes up about 5 per 
cent of all carcinomata. It is now known 
that the development of primary carcinoma 
in a tuberculous lung, particularly in con- 
nection with a tuberculous cavity, is also 
not rare, but the antemortem recognition 
of carcinoma in the presence of tuberculosis 
is difficult. A case is described of a patient 
who came to medical attention first on 
account of hemoptysis. Later symptoms 
were cough and pain in the chest. The 
temperature was 38°C. ‘There was marked 
anemia. The patient had the physical signs 
of pulmonary tuberculosis and _ tubercle 
bacilli were found in the sputum. Roentgen 
pictures showed cavity formation in the right 
lung, with productive nodules near the 
hilum. Right-sided artificial pneumothorax 
would have been tried if the patient’s general 
condition had permitted it. Krysolgan was 
injected, but the patient’s condition became 
worse, yet without change in the signs of 
tuberculosis, The anemia and _ cachexia 
increased in severity and the patient died. 
At necropsy carcinomatous masses were 
found filling a number of tuberculous cavi- 
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tics. [extensive pulmonary tuberculosis was 
found, but no metastases of the carcinoma. 
It was believed that had lung collapse been 
feasible, the tumor would have been detected. 
Another method of value in establishing the 
diagnosis in such cases is insufflation with 
iodine emulsion and X-raying. In this case 
the chief suggestion of malignant tumor lay 
in the discrepancy in the physical findings 
of pulmonary tuberculosis and the ca- 
chexia.—Zur Kasuistik der Intwickelung 
primdarer Karsinome in tuberkulosen Kav- 
ernen, Basch, Miinchen. med. Wcehnschr., 
February 4, 1927, lxxiv, 193-—(U:. R. L.) 


Tuberculous Lymphomata.—a<A case is 
presented of a man of 52 years, with enlarge- 
ment especially of the inguinal, axillary and 
mediastinal lymph nodes of several months’ 
duration. The absence of evidence of mal- 
ignant tumor, the history of chronic cough, 
the presence of a pleural effusion, and the 
discovery of great numbers of lymphocytes 
on section of a gland, led to the tentative 
diagnosis of tuberculous lymphomata.— 
Lymphomes tuberculeux, Babonneix and 
Pollet, Meeting Société médicale des 16 pi- 
taux de Paris, October 30, 1925, reported in 
Pressé Méd., November 4, 1925, no. 8&8, 
1464.—(E. H. K.) 


Monilia in Respiratory Infections.— 
In a study of cultures from patients with 
infections of the upper air-passages, monilia 
were found in 3 cases of thrush and were also 
present in the stool of one infant, the diar- 
rhea clearing up with the disappearance of 
the oral lesions. In 14 patients having 
bronchitis associated with long-standing 
asthma, for which no evident causative 
factor was determined, fungi imperfecti 
were found and classed as monilia from their 
cultural characteristics. ‘There was marked 
similarity in the microérganisms isolated 
from patients with oral infections and those 
with bronchitis. Experiments rabbits 
showed that different strains varied in 
virulence and were relatively avirulent, but 
that intratracheal administration nearly 
always caused death, monilia apparently 
having an affinity for the tissues of the 
respiratory system. In the majority of 
upper respiratory infections monilia are 
probably secondary invaders, and assist in 
the continued irritation of the air-passages 
only because some primary factor has so 
lowered the patients’ resistance as to make 
the secondary infection possible, as in the 
case of thrush in infants and undernourished 
individuals. In two cases of advanced 
pulmonary tuberculosis monilia were found 
in the sputum. In interpreting broncho- 
moniliosis and many types of bronchomyco- 
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sis one should look further than the relatively 
avirulent monilia for some other possible 
factor, at the time active or inactive, which 
initiated certain changes that permitted the 
fungi to gain foothold in the bronchi.— 
The Relation of Monilia to Infections of the 
Upper Air Passages, A. J. Kotkis, M. 
Wachowiak and M.S. Fleisher, Arch. Int. 
Med., August 15, 1926, xxxviii, 217.— 


Pulmonary Aspergillosis and Tuber- 
culosis.—Aspergillosis of the lung is a 
disease that so closely resembles tuberculosis 
that it usually escapes recognition and is 
diagnosed as tuberculosis. ‘These mistakes 
are even made at necropsies. The path- 
ogenicity of aspergillosis has been demon- 
strated in animals inoculated with spores 
from a pure culture of Aspergillus fuinigatus. 
At autopsy the animals presented typical 
tuberculoid lesions. Some had the typical 
picture of miliary tuberculosis. In the 
human being two types of aspergillosis are 
seen. The wet or parenchymatous type, 
which varies according to the location of the 
lesion, may be confined to the bronchi caus- 
ing congestion and ulceration. It may also 
be emphysematous in character or pneu- 
monic. ‘There is also a dry type. Vascular 
obstruction by the growth of the mold within 
blood vessels has been demonstrated. In 
the pleuritic type of aspergillosis the spores 
are carried to the periphery of the lung, 
become deposited there, and attack the 
pleural surfaces, causing congestion, thicken- 
ing and toughening, and sometimes bands of 
adhesions. In this type pain is the first 
and often the only symptom. The asthma- 
tic type is rather characteristic of aspergillo- 
sis of the lung. The insidiousness and 
latency of interstitial pulmonary aspergil- 
losis makes the course of the disease very 
much like the same type of tuberculosis. 
In a manner very similar to tubercle bacilli, 
the spores pass through the walls of the 
alveoli and begin their growth within the 
interstitial tissues. A defensive aggrega- 
tion of cells builds a wall around the invaders 
and shuts them in by tubercle-formation. 
These may remain discrete or become con- 
glomerated. They may vary from micro- 
scopic size to nodules as large as a nut, and 
may become sclerosed by connective-tissue 
infiltrations. The future course of these 
invasions, their clinical, physical and ro- 
entgenographic manifestations, are so similar 
to those of tuberculosis that it may not be 
possible to make a differential diagnosis 
without inoculations and cultures. Tuber- 
culin is of no diagnostic value because 
aspergillosis gives precisely the same re- 
action as tuberculosis. Conclusions: 1: We 
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are thoroughly ignorant of the frequency of 
aspergillosis both as a primary and secondary 
disease. 2: We have no ideaas to how much 
aspergillosis of the lungs predisposes to 
tuberculosis in human beings or in cows. 
3: We do not know how much it impedes 
or even inhibits recovery in cases of tuber- 
culosis. 4; We have no idea whatever as 
to its association with acute respiratory 
diseases. 5: We know that it gives the 
same reaction to tuberculin that tuberculosis 
does. 6: Should we apply this knowledge 
to the study of tuberculosis of dairy herds? 
7: In order to gain adequate information as 
to the frequency and importance of this 
disease, a systematic study should be made 
by determining the percentage of aspergil- 
losis cases among the tuberculosis cases in 
the large tuberculosis sanatoria; by determin- 
ing the percentage of cases of aspergillosis 
in the lungs at necropsies; by determining 
the percentage of cases of aspergillosis in 
cases of respiratory diseases; and by apply- 
ing these principles to dairy herds.—A sper- 
gillosis of the Lungs and Its Association with 
Tuberculosis, Mary E. Lapham, J. Am. 
M. Ass., September 25, 1926, lxxxvit, 1031.— 
(U.E. 2.) 


Double Infection with Trichophyton 
and Tubercle Bacilli.—Guinea pigs were 
infected into the eroded skin with cultures 
of Achorion Quickeanum and tubercle bacilli, 
in order to study the mutual influence of two 
specific infections. If the two infections are 
applied simultaneously there is no influence 
to be observed from one disease on the other. 
Guinea pigs, that were first infected with 
trichophyton, showed a markedly increased 
incubation period in a subsequent infection 
with tuberculosis, if the second infection 
followed not too long after the first infection. 
If the tuberculous infection takes place 
several months after the first one, the tuber- 
culous skin focus develops faster and larger 
than in control animals. If the order of 
infections is reversed, the second infection 
again shows a prolonged incubation and 
frequently a very noticeable intensification 
of the disease. ‘The mutual influence is most 
pronounced when infection and reinfection 
are separated by a period of one to two weeks. 
It did not matter in these experiments 
whether or not the two infections were 
applied at the same location.—Zur I’rage der 
Doppelinfektion. Weckheselseitige Beinflus- 
sung experimenteller Tuberkulose und Tri- 
chophytie, I]. Martenstein and K.G. Leder- 
mann, Klin. Wehnscr., February 12, 1927, 
vi, 299.—(M. P.) 


Hydatid Pneumothorax.—In a case of 
hydatid pneumothorax reported, the note- 


worthy points were (1) the opening of the 
cyst into a bronchus, (2) the production of a 
pneumothorax six and a half hours later, 
and (3) the valvular nature of the opening 
in the pleura which led to an excess of air 
under pressure in the pleural cavity. By 
studying sections of the lung of a rabbit, 
in which the condition had been artificially 
produced, Dévé came to the following con- 
clusions as to the course of events which take 
place: There is not a sudden rupture of the 
cyst into a bronchus, but a gradual invasion 
of the bronchus by the cyst-wall, followed 
by necrosis of the bronchial wall at one 
point. A pneumocyst is thus produced. 
The necrotic plug acts as a valve, the 
tension in the cyst rises, and its wall becomes 
stretched. Owing to the fact that the part 
of the cyst-wall which is adjacent to the 
pleura lacks support and that its blood 
supply is diminished, a slight increase of 
intrabronchial pressure is sufficient to cause 
it to rupture—A Case of Hydatid Pneu- 
mothorax, R. G. Anderson, Brit. M. J., 
April 23, 1927, no. 3459, 760.—(W. I. W.) 


Pulmonary Tuberculosis and Gastric 
Ulcer.—The difficulties in the differential 
diagnosis of pulmonary tuberculosis and 
coincident vague gastrointestinal symptoms 
are emphasized. Frequently the gastro- 
intestinal disturbances in consumptives 
signify the toxic effect of active pulmonary 
disease. The examination of the gastro- 
intestinal tract in such cases is urged, for 
the purpose of determining whether the 
pulmonary or gastrointestinal disease pre- 
dominates. In the author’s own case the 
stomach was found to be the site of disease 


which required primary consideration — 
Uber das gemeinsame Vorkommen von 
Lungentuberkulose und Ulcus  ventriculi, 


Ff. Loben, Beitr. s. Klin. d. Tuberk., 1926, 
lxitt, 370.—(H. J.C.) 


Dilated Colon Simulating Pneumo- 
thorax.—A woman, aged 27, sought medi- 
cal advice because of bronchial catarrh. 
The present illness commenced with cough, 
expectoration and soreness of the chest, 
especially affecting the left side, and dyspnea 
ten days previously. On physical examina- 
tion there was deficient expansion over the 
left lung. ‘The percussion note was res- 
sonant over the upper lobe and the entrance 
of air harsh at the apex; elsewhere the 
entrance of air was very deficient. A modi- 
fied anvil-sound was elicited over the upper 
lobe in the fissure region. There were no 
adventitious sounds. Physical examination 
of the right lung was grossly negative. A 
diagnosis of left-sided pneumothorax was 
made. A barium meal and enema were 
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given and the fluoroscope showed an ab- 
normal dilatation of the splenic flexure 
accompanied by gastroptosis. The dilated 
colon was interposed between the liver and 
the diaphragm on the right, and on the 
left side had- pushed the diaphragm up to 
the second interspace. The condition was 
probably atypical Hirschsprung’s 
disease—A Case of Dilated Colon Simulat- 
ing Pneumothorax, IH]. Carpenter, Tubercle, 
December, 1926, viii, 107—(B. T. McM.) 


Diverticulitis with Tuberculosis of 
Sigmoid.—Only one instance of the co- 
existence of tuberculosis of the sigmoid and 
diverticulitis of that organ appears to have 
been reported. Two cases have been en- 
countered in a series of more than 100 
patients with surgical diverticulitis, and 
form the basis of this report. In one there 
was a vesicosigmoidal fistula, in which 18 
cm. of sigmoid was resected and an end-to- 
end anastomosis done. Miliary tubercles 
were found in the subserous coat. About 
two years after operation the patient re- 
turned with testicular swelling and a sinus 
in the scrotum, the discharge from which 
contained tubercle bacilli. Bilateral epi- 
didymectomy and left-sided orchidectomy 
rendered him free from signs or symptoms, 
and the patient was well one year following 


the operation. A second case was symp- 
tomatically and pathologically very similar 
to this but pleurisy and bronchopneumonia 
supervened shortly after the operation and 
caused death. Hyperplastic tuberculosis of 
the colon is rare, and of the sigmoid very 
rare. When present, it may be either sub- 
mucous or subserous in type, the latter 
very closely resembling a diverticulitis or a 
peridiverticulitis. It is usually a fibrotic 
disease, devoid of caseation, and, but for 
miliary tubercles and giant cells, would be 
diagnosed diverticulitis. In the latter con- 
dition giant cells are sometimes encountered, 
but they are never situated in tubercles. 
Diagnosis between the two conditions is 
impossible except after removal of the tissue, 
and treatment is the same in both. It is 
believed that the source of the infection in 
both cases was from other demonstrable 
foci of tuberculosis in the body,—the lungs 
in one case and the urinary bladder in the 
other, although it is conceivable that the 
vesicular involvement may have been 
secondary to the sigmoidal infection. More 
attention should be given to the possibility 
of the association of the two disorders.— 
Diverticulitis of the Sigmoid Associated 
with Tuberculosis. Report of Two Cases, 
R. Mailer, Am. J. Surg., February, 1927, 
it (un. s.), 142.—( H.S.W.) 


Key to Abstractors 


A. P.: Andrew Peters, Pittsfield, Mass. 
3. T. McM.: B. T. McMahon, Northville, Mich. 
E. H, K,: FE. H. Kerper, Loomis, N. Y. 
R. L.: R. Long, Chicago, Il. 
G. F. G. ¥. Herben, Loomis, N. Y. 
G. L. L.: G. L. Leslie, Detroit, Mich. 
iH, J. C.: H. J. Corper, Denver, Col. 
H, McL, R.: H. MclL. Riggins, Loomis, N. Y. 
H.S. W.: H.S. Willis, Baltimore, Md. 
J.S, W.: J. Stanley Woolley, Loomis, N. Y. 
M, P.: Max Pinner, Northville, Mich. 
P. J. W.: Park J. White, St. Louis, Mo. 
R, S. A.: R. S. Anderson, Loomis, N. Y. 
U. E. Z.: U. E. Zambarano, Northville, Mich. 
W, B, S.: W. B. Soper, New Haven, Conn. 
WV. I. W.: Walter I. Werner, Northville, Mich. 


| 
i 


